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ABSTRACT 
 
 On March 23, 2010, President Barack Obama signed the Patient Protection and 
Affordable Care Act (PPACA) into law. This reform, it is argued, is projected to increase 
insurance coverage of pre-existing conditions, to expand access to insurance for more than 30 
million Americans, and to increase estimated National medical spending while lowering 
projected Medicare spending. This thesis sought to investigate and analyze the perceptions of 
senior citizens in Central Florida about PPACA and their perceived effects on the healthcare 
quality provided to them under this law. Four sections of PPACA bill, thought to specifically 
pertain to the elderly, were selected for this study; respondents were asked their opinions 
regarding PPACA’s aspects of: (1) the reform on preventive healthcare services; (2) Medicare 
Part D [prescription drugs]; (3) Medicare; and (4) Medicaid. This thesis employed both 
qualitative and quantitative methodologies; data were collected and analyzed with findings 
presented and discussed. 
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INTRODUCTION 
 
On March 23, 2010, President Barack Obama signed the Patient Protection and 
Affordable Care Act (PPACA) into law. This law (along with the Healthcare and Education 
Reconciliation Act of 2010), is the principal healthcare reform legislation of the 111th United 
States Congress, and seeks to reform certain aspects of the private health insurance industry and 
public health insurance programs (Quadagno, 2011). This reform, it is argued, is projected to 
increase insurance coverage of pre-existing conditions, to expand access to insurance for more 
than 30 million Americans, and to increase estimated National medical spending while lowering 
projected Medicare spending (Quadagno, 2011). 
Though this legislation is anticipated to change the healthcare system in America, the 
argument about the outcomes of this bill remains in question. While some predict quality of care 
in the current system will diminish, others believe it will vastly improve. The author will seek to 
investigate and analyze the perceptions about PPACA and its perceived effects on healthcare 
quality. More specifically, the purpose of this thesis is to investigate the perceptions of senior 
citizens in Central Florida regarding quality of care under PPACA. The author will examine and 
explore the following questions: 
 What are the perceived effects on the quality of care for senior citizens as a result of 
PPACA? 
 What are the perceived direct implications for senior citizens as part of PPACA? 
Through an extensive literature review, the author studied the current legislation of 
PPACA, and also conducted a comparative analysis between the driving forces for reform and 
PPACA initiatives. This comparison was done in order to discover the levels of care quality for 
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long-term care patients, specifically for the elderly, under the previous model and the projected 
outcomes of PPACA.  
From this literature review, the methodology was constructed, which encompassed both 
qualitative and quantitative aspects. From a qualitative standpoint, the methodology included 
interviews with long-term care administrators in the Central Florida area in order to establish a 
qualitative basis of understanding. To build on this, a quantitative survey was developed and 
administered to elderly in Central Florida in an effort to collect data about their perceptions 
regarding PPACA’s effects on their quality of care. This data was analyzed and presented in this 
thesis. 
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HISTORY OF THE PATIENT PROTECTION AND AFFORDABLE CARE 
ACT (PPACA) 
The Patient Protection and Affordable Care Act (PPACA) is a transforming law; this 
legislation represents the most revolutionizing change to the healthcare system in America since 
Medicare and Medicaid (Kaplan, 2011). PPACA is generally promised to impact the whole 
system, from insurance to the final delivery of care, surpassing the Social Security Act of 1935, 
and the Medicare Modernization Act (MMA) of 2003. The importance of this law lies on the 
premise of its effect on every American citizen  (Woolhandler & Himmelstein, 2007).   
 “After a century of striving, after a year of debate, after a historic vote, healthcare reform 
is no longer an unmet promise. It is the law of the land,” said President Barrack Obama about 
PPACA on March 23, 2010 (Gable, 2011). Healthcare reform had been a major need for the 
American healthcare system—a system that allowed 34 million Americans to be uninsured, had 
no direct mandate on health insurance care by employers, and lacked regulations on the health 
insurance industry and the general practice of medicine. PPACA is “a major entitlement 
expansion funded equally by new taxes and modest provider cuts” (Huntington et al., 2011).  
PPACA is a defined benefit approach to healthcare with goal constituencies based on a balanced 
government financial budget; this plan is perceived to be effective by mandating expansion to 
healthcare entitlement to an additional 32 million people and guaranteeing the option of coverage 
to every American (Huntington et al., 2011).  
PPACA will be financed with direct tax penalties if citizens choose not abide with the 
individual mandates, specifically through those who avoid health insurance through their jobs, or 
any plans available for purchase on their own  (Woolhandler & Himmelstein, 2007).  
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Additionally, penalties will be given indirectly to individual plans with new taxes on high-end 
health plans (Huntington et al., 2011). Cost coverage will mainly come from indirect expenses 
based on job-based plans with very low utilization levels and diverted wages; this will be based 
on capped flexible spending accounts and on health spending accounts, which will counteract the 
high demand on services (Huntington et al., 2011).  
 Though PPACA is a prominent and promising revolutionary change to the healthcare 
system in America, the reform lacks a direct plan to solve the underlying issue of cost control 
(Committee on the Future of Emergency Care in the United States Health System, 2006).  “The 
legislation will cost far more than $2.7 trillion over 10 years of full implantation, with an added 
$352 billion to the national debt over the period instead of the less than $1 trillion as proposed” 
(Congressional Budget Office, 2007, p.7). Though most Americans covered by health insurance 
will see little to no effect on insurance premiums, those citizens previously uninsured will face 
high premiums, including those who are younger and healthier. Furthermore, this legislation will 
increase taxes by roughly $669 billion between now and the year 2019 (Quadango, 2005). 
Consequently, these higher taxes will hinder economic growth in part of businesses (Kaplan, 
2011).  
While PPACA will place some economic burden on the national budget, the perceived 
benefits may outweigh the opportunity cost. The purpose is simple: to make healthcare coverage 
available to more Americans while bending the cost curve as much as possible. PPACA is 
intended to reform in-need areas, including medical coverage, preventive care, public programs, 
health system modernization, Medicare and the Federal budget, and premiums for private 
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coverage, in order to create a system of savings and improvement in the American healthcare 
system (Huntington et al., 2011).  
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REFORM: WHY IS IT NEEDED? 
 In healthcare economics, two models are used to explain healthcare systems based on 
their source of funding. The first is called the Beveridge Model, which focuses on public taxation 
and public providers, and is used, in countries like the United Kingdom and Canada. The second 
is the Private Insurance Model, which is based predominantly on private funding. The Private 
Insurance Model is only existent in the United States in the forms of Medicare and Medicaid, 
which are administered using managed care and mainly private providers. PPACA’s mission is 
to reform the current Private Insurance Model and to mold our current system into a more public 
system, partly based on the Beveridge Model  (Lameire, Joffe, & Wiedemann, 1999).  
 It is important to point out that with the Beveridge model, access is nearly 100% (Guyatt 
et al., 2007), quality of care is high in most cases, and significantly less of the national gross 
domestic product is spent (Lameire, Joffe, & Wiedemann, 1999).  On the other hand, in the U.S., 
the private insurance/private provider model incurred 17.3% of total GDP in 2009. Critics 
contend that this model produced the highest healthcare costs compared to any other country, 
offered the lowest access, and provided the lowest quality of care  (Davis et al., 2003).  
In more detail, Sreffie Woolhandler and David Himmelstein (2007), Harvard professors 
and financial analysts, give several criticisms in their study of the American healthcare system. 
First, in the past twenty years, cost per capita nearly doubled the Organization for Economic 
Cooperation and Development Average, which is used to see how a country compares on a given 
indicator with other countries on utilization of resources (Woolhandler & Himmelstein, 2007).  
Second, forty-seven million people do not possess any form of health insurance, and those with 
insurance continually face insurmountable out of pocket costs, forcing about a million citizens 
7 
 
each year to face reduced access to services or no services at all (Davis et al., 2007). In 
comparison, the U.S. mortality statistics lag behind other wealthy counties, and the quality of 
care and patient satisfaction are average compared to other countries (Davis et al., 2007).   
Currently, the U.S. healthcare system is formed as a combination of tax funding and 
market oriented delivery (Woolhandler & Himmelstein, 2007) . Senior citizens are by far the 
population that uses healthcare to its maximum, and it was not until 1965 that the elderly were 
able to rely on the government for healthcare coverage; prior to 1965, the uninsured elderly 
relied on charity, or passed away (Dash, 2006). After a much-needed reform, Medicare passed in 
1965, establishing a social insurance program for the elderly 65 years and older, for the poor, and 
for the disabled, and, in 1972, made renal disease patients eligible for coverage as well  (Morgan, 
Virnig, DeVito, & Persily, 1997).   
In the 1970s, private organizations called health maintenance organizations (HMOs) 
developed as part of a need to extend oversight on care and to reduce soaring payment rates 
(Morgan et al., 1997). Medicare, along with HMOs, encouraged the elderly to enroll in private 
plans with these organizations, as the burden of obtaining and providing care would shift from 
the government to private entities.  “The National government paid the private plans a fixed 
monthly premium for each person who switched from traditional (fee-for-service) Medicare, 
with the HMO taking over responsibility for purchasing (or, rarely providing) care” 
(Woolhandler & Himmelstein, 2007, p.17).  
From this opportunity, HMOs decided to take advantage of the newly gained power to 
control the distribution of healthcare costs. Most patients in a health plan need little to no care at 
all (Kaplan, 2011). The elderly, on the other hand, though only a very ill fraction of them, 
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account for the “lion’s share of expenditures”  (Woolhandler & Himmelstein, 2007).  Knowing 
this information, HMOs expanded their profits by cream skimming and recruiting elderly that are 
the healthier than average–those who represented high premiums but needed little to no care. For 
the very sick elderly population, this meant going back to the Medicare program and hoping to 
receive care. Furthermore, HMOs created fitness and complimentary dinner programs to recruit 
healthy candidates (most of them unreachable to the elderly), and provided financial incentives 
to physicians to encourage very ill patients to leave the HMO (Hamburger & Geiger, 2009). 
HMOs were often effective by informing “undesirable” patients of the limitations of the HMOs 
in place and the lack of available providers; these elderly patients were instead persuaded to go 
back to the government or other private companies  (Woolhandler & Himmelstein, 2007).  
Impact on the Elderly  
 
The very sick elderly were never good candidates for HMOs. While HMOs chose the 
convenient and profitable older people, progressively ill older patients fared not so well 
(Woolhandler & Himmelstein, 2007). Older patients in HMOs who required long-term care, such 
as home care, stroke patients, and the chronically ill patients, were often forced to leave the 
HMO due to the poor quality of care and bad outcomes (Ware, Bayliss, Rogers, Kosinski & 
Tarlov, 1996). When many patients became too costly for HMOs, especially in rural areas, 
HMOs would cease proving care in the area and refer their patients to Medicare  (Woolhandler & 
Himmelstein, 2007).  
Rather than lowering costs for Medicare patients, HMOs increased Medicare spending by 
$2 billion by the late 1990s, as they were unable to meet the benefits promised in order to offset 
the extremely ill (Berwick, 2003). Moreover, higher administrative costs by 15% for HMOs 
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when compared to only 3% for traditional Medicare made it difficult for HMOs to stay in the 
market (Morgan et al., 1997). HMOs alerted the government and subsequently received an 
increase on their payments of $77 billion annually—“the cost of caring for the eight billion 
Medicare members [who switched] to HMOs is 12% above the cost of caring for comparable 
patients in traditional Medicare” (Woolhandler & Himmelstein, 2007). Originally designed to 
offset costs, Medicare contracting with HMOs proved inefficient; with the government stepping 
in to subsidize the deficit, HMOs became a drain in the system (Ware et al., 1996).  
A Potential Solution: PPACA Reform  
 
 From a private insurance market, PPACA strives for the creation of a new health 
insurance market, which includes no exclusions, no exceptions, and a community rating. 
Furthermore, an individual mandate of health insurance is included, which will encourage every 
American to have health insurance sustained by subsidies (Quadagno, 2011). More specifically, 
the surface of the mandate targets employers and requires them to offer insurance plans to all of 
their employees; this mandate, however, includes all but the smallest workforces. Previously 
debated for decades, PPACA also breaks the stance on access by making health insurance 
available regardless of medical history or employment status, providing additional subsidies to 
the poor, and expanding access to Medicaid. The act in general is divided into 10 provisions, 
some of which went into effect on June 21, 2010, with the remaining, going into effect in 2014 
and later (Gable, 2011). 
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Healthcare Needs of the American Elderly Population  
 
The number of older Americans is increasing at massive rates; it is projected that the 
number of U.S. adults age 65 or older will more than double in number by 2015 from the 
estimate of 40.2 million to 88.5 million of senior citizens (O'Shaughnessy, 2011). In accordance 
to previous trends, the evidence is that more than half of these older Americans will experience 
at least one condition requiring long-term care (Kaplan, 2011). PPACA is intended to help all 
Americans reach health insurance coverage and to prolong longevity and quality of life. The 
benefits targeting this type of population are paramount since this will affect most Americans at 
some point in their lives. While PPACA will expand accessibility and levels of care for the 
elderly, the reform will also affect the current system, including both the type of care and how 
that care is delivered to elderly patients. “Financing [PPACA] includes more than half a trillion 
dollars of cuts to Medicare—cuts that may directly impact how older Americans pay for medical 
needs” (Kaplan, 2011). PPACA is projected to directly impact the elderly in the following areas: 
preventive care, prescription drugs, skilled nursing home care,  Medicare, and Medicaid.  
Preventive Care 
 
Previous to PPACA, but not until 2003, the Medicare program included preventive care 
in order to minimize the need for healthcare in the future (Retchin et al., 1997). Through the 
Medicare Prescription Drug, Improvement and Modernization Act of 2003, patients enrolled in 
Medicare Part B were entitled (and highly encouraged) to a preventive medical examination 
during the first six months of enrollment, which emboldened patients to test for potential threats 
identified during the examinations (Retchin, Brown, Yeh, Chu,  & Moreno, 1997). The exam 
also included specific screening and tests for cardiovascular disease, cancer, and HIV, if deemed 
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necessary. Patients were also exposed to education, referral services, and counseling  (Gitterman 
& Scott, 2011).   
Additionally, during George W. Bush’s presidency in 2008, an “end-of-life-planning” 
program was incorporated into Medicare preventive services. This program targeted Medicare 
patients to start preparing an advance directive in case they suffered from an illness or injury and 
were unable to make healthcare decisions for themselves (Kaplan, 2011).   
Though preventive care was increasing, PPACA now expands the preventive program to 
amplify its magnitude and number of eligible recipients. PPACA allows eligible patients to have 
annual wellness visits, which provide a comprehensive risk assessment and a customized 
prevention plan. Furthermore, the very detailed plan will account for patients’ present and past 
medical history, as well as their families’ backgrounds in order to establish possible risk (Kaplan, 
2011).  The prevention plan focuses on key health factors check points, such as a standard 
patient’s body mass index and blood pressure, steady cognitive development, and regular 
screening tests. The Medicare program ensures that all of these services are provided to all 
eligible patients at no cost, with no co-pays and no further obligations (Appleby, Carey, & 
Galewitz, 2010). In fact, Medicare encourages patients to take advantage of the resources 
provided; this is expected to reduce Medicare’s expenses as more patients will be able to prevent 
future illness as a result of the new implemented program (Kaplan, 2011).  
Prescription Drugs  
 
If not the most consumed, prescription drugs are definitely the most critical medical 
expense for the elderly. Before PPACA, Medicare Part B (which did not begin until 2006) 
provided prescription drugs to eligible patients; however, this was done at a significant cost 
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(Kaplan, 2011). The present-day system includes a gap—the “donut hole”. The Medicare plan 
requires patients to pay a percent of their prescription drugs, after having paid an annual 
deductible. The plan has a limit of total expenses of $2830, which represents a “donut hole” for 
patients, as they have to pay for their own expenses after they reached their limit (Medicare 
HMO Data Report, 2001).  In order to be “eligible” again, patients have to reach a total drug cost 
of $6440, in which case they pay no more than five percent of their prescription drug costs 
without a limit (Kaplan, 2011).  
Several issues were discovered in the current Medicare Part D program, which called for 
reform:  
1. The annual deductible was fairly low for eligible patients before taking advantage of the 
program, but it was not beneficial in the long run since they had to pay out-of-pocket 
costs upon reaching the limit and entered the donut hole before receiving prescription 
drugs (Kaplan, 2005).   
2. Since the need for prescription drugs is related to medical assistance, patients requiring 
high levels of medical care were also enjoying a very low co-payment obligation of five 
percent for prescription drugs without a coverage limit. These types of patients, however, 
represented a very low minority incurring high costs overall, which called for a more 
even distribution of resources (Kaplan, 2005).  
3. While the annual deductible was low and “an unlimited catastrophic coverage tier with a 
low co-insurance payment obligation” was evident, the source of funding for the program 
had to come from somewhere—the “donut hole” (Kaplan, 2011, p.3). 
 
From extensive evaluation of all these issues, PPACA restructured the phases in coverage 
of the Medicare Part D. PPACA targeted and required drug companies to provide a $250 rebate 
to eligible seniors in 2010, and mandated the drugs companies to also give a 50 percent discount 
on all brand-name drugs. Consequently, this represents an increase in availability of resources 
for Medicare Part D of both generic and now brand-name drugs, with a drop of 50 percent in the 
patient’s co-insurance and copayment  (Gitterman & Scott, 2011).  This provision took effect in 
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2011 and its benefits in lower co-payments and co-insurance will not occur until 2015 to 45 
percent, see Figure 1 (Kaplan, 2011).    
Figure 1: Co-Insurance Obligation 
 
  Furthermore, it is envisioned that by 2020 Medicare Part D patients will only have to pay 
for 25 percent of the total costs of their prescription drugs, when faced with the former “donut 
hole”. The “donut hole” will not disappear in its entirety, but it will rather spread. The 25 percent 
co-insurance and the co-payment for initial coverage will be protracted through what was 
previously known as the “donut hole”, reducing continual prices and providing prescription 
drugs when most needed rather than later  (Gitterman & Scott, 2011).  
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 Critics of PPACA fear that the bill will increase premiums for upper-income Medicare 
patients, or reduced subsidies in order to effectively finance the new approach (Kaplan, 2011). 
From the already implemented mechanism for Medicare Part B, PPACA also increases 
premiums for upper-income Medicare Part D patients to counteract the change; this is argued to 
be unfair (Kaplan, 2011). PPACA explains that, unlike Medicare Part B, Medicare Part D creates 
a personalized premium for each patient, which varies from $10 to $120 a month. The premium 
amount also takes into account overall benefits and the scope of its formulary. “The increased 
cost, or reduced subsidy for upper-income enrollees, takes the form of an additional amount 
charged to them. This additional amount is a percentage of the Medicare Part D program’s ‘base 
beneficiary premium,’ adjusted every year, generally upward” (Kaplan, 2011, p 26).  
 PPACA opponents criticize again by referring to the upper-income Medicare Part D 
eligible patients that will be affected with the new income-based provisions, whom might be 
discouraged and driven to opt out of Medicare Part D. Although few in number, most upper-
income eligible beneficiaries will be able to face the private costs and perhaps choose to drop out 
or not enroll at all in the program (Kaplan, 2011). Subsequently, if less wealthy and usually 
healthier than average Medicare patients are not users of prescription drugs, this could 
potentially increase the average costs of the rest of other beneficiaries, as upper-income patients 
will not be contributing to the premium pool (Kaplan, 2011). 
Skilled Nursing Home Care 
 
 Access to ong-term care is a paramount need for the elderly population in America. 
PPACA’s contribution is to make extended nursing home information available to all potential 
residents. Information, such as ownership, governing boards, staff data, summary of 
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complaints—their types, severity, and outcomes, criminal violations—including elder abuse, 
civil monetary penalties imposed on facility, and length of service about the nursing facility, will 
be available in the Nursing Home Compare tool on Medicare’s website (O'Shaughnessy, 2011). 
The information is projected to be highly useful for potential residents ready to choose the right 
nursing home facility  (Gitterman & Scott, 2011).  
 This same provision will also encourage quality of care among facilities. Since all of their 
information will now be available for potential consumers to compare, skilled nursing facilities 
will be encouraged to increase quality while keeping prices down due to increasing competition 
(Kaplan, 2011). Since facilities will be rated and evaluated, they will be driven to change their 
current system and apply a more consumer friendly system to be able to stay in the market  
(Gitterman & Scott, 2011).   
 Critics point at the fact that the information may lead to false interpretations. Care 
provided depends on the gravity of patients’ health and their condition needs, so while some 
patients may be in contact with many different nursing home clinicians and staff, others might 
not, which can produce unreliable and misleading reviews (O'Shaughnessy, 2011). On the other 
hand, patients are most commonly neither trained nor available to make clear and/or professional 
judgments on clinical care; this may also generate false information. “Only very knowledgeable 
consumers will be able to deduce the quality of care a nursing facility provides based on the 
additional information nursing facilities must now disclose” (Kaplan, 2011, p. 27).  
Medicare 
 
 Though the ability to choose the right skilled nursing care facility is of extreme 
importance, most seniors are concerned about how to finance such care. PPACA has specific 
16 
 
Medicare reforms that anticipate generating billions of dollars in savings and improving the 
quality and level of care Medicare patients receive today. PPACA includes new models of care 
delivery, which focus on the patient’s overall medical performance rather than a specific 
condition, lowering future spending.  Medicare Advantage plans, under Medicare Part C, were 
given extra payments and other incentives in order to broaden the abilities for more patients to 
enroll.  
In addition to new care delivery models, appropriate pricing of services will be revised 
and mandated for Medicare providers, which will in turn lower beneficiaries’ Part B premiums 
by nearly $200 annually by 2018 (Kaplan, 2011). Lastly, higher regulation will be directed for 
Medicare claims in order to fight waste, fraud, and abuse. From these core changes, the Medicare 
Hospital Insurance Trust Fund is expected to double between 2017 and 2029 before the previous 
projected trust is exhausted (Kaplan, 2011).  
 Opposition parties to PPACA, however, object to these predictions by referring to the 
reductions in payments for physician services, skilled nursing homes, home healthcare agencies 
and Medicare Advantage Plans (Reeves, 2007). These regulations, it is argued, have the potential 
to directly impact the practice of medicine (Reeves, 2007). By allowing Federal supervision of 
physician and clinical practice, and reforming reimbursement  (which was deliberately rejected 
previous to the enactment of Medicare in 1965), the government will create a barrier for 
professional independence, which will, in turn, affect how clinicians practice (Kaplan, 2011). A 
direct consequence will be few-to-no incentives for improvements in the organization and 
clinicians general delivery of care (Physicians for a National Health Program PNHP, 2010).  
Furthermore, opponents use the Annual Report of the Medicare Board of Trustees from the Chief 
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Actuary of the Center for Medicare and Medicaid to note that Medicare payment rates used to 
serve eligible elderly will be cut by 30% over the next three years  (Gitterman & Scott, 2011).  
 In addition to changes made to Medicare Part B, supporters argue that PPACA makes 
impactful financial modifications to the managed care aspect of the Medicare program, Medicare 
Part C. PPACA drastically reduces the potential profit of operating Medicare Advantage 
Programs (MAPs), Medicare managed care plans (Kaplan, 2011). Since MAPs cost 
approximately 14 percent and double the current levels of the Medicare population, PPACA 
makes cuts to the programs and provides a restructured plan (Kaplan, 2011).  First, the plan is 
not limited in term of payments; MAPs will not pay for any non-medical expenses such as agent 
commissions, administrative costs, profit salaries, or marketing. This provision is supported by a 
control on minimum levels of expenditures for patients by using a medical care stipulated 
“medical loss ratio,” which eligible parties must meet in order to enroll in a MAP (Kaplan, 
2011).  
 Opposition to PPACA refer to the provision by saying that “because Medicare Advantage 
plans may not discontinue any guaranteed medical benefits, they are likely to scale back or 
eliminate many of the extra benefits, such as dental and vision care” (Kaplan, 2011, p. 28).  
Premiums may increase for MAPs, which will depend on the enrollees’ income level; this may 
affect patients’ abilities to take advantage of the program or discourage them from enrolling at 
all. With the new additions of prescription drugs and preventive care, the Medicare program 
plans to outweigh the losses and re-structural changes made under PPACA  (Woolhandler & 
Himmelstein, 2007).  
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Medicaid 
 
 In regards to Medicaid, many elderly are affected by limited access to long-term care and 
nursing home deferred reimbursement. From studies made during previous years on the program, 
this is mostly due to physicians and/or hospitals not using their time competitively. PPACA 
increases Medicaid reimbursement for primary care physicians in order to induce competition, 
but makes no changes to the current system. It is estimated that Medicaid will add 16 million 
more patients into the pool by increasing the rate of reimbursement to 50 percent. This is 
projected to result in an increase of availability to approximately 32 million by 2014 (Sommers 
& Epstein, 2010).   
 The projected benefits of the reimbursement changes to Medicaid, however, are difficult 
to estimate. Since the expanded coverage will be left to the states, at least until 2016, their 
administration is unpredictable since the heterogeneity among states in terms of allocation is not 
mandated. Most states vary in enrollment procedures, demographics of the target populations, 
and state politics. It is certain, nonetheless, that more uninsured patients will be able to be 
eligible as a result of the expansion on reimbursement, though this does not guarantee into actual 
enrollment as the current law still does not register eligible patients—those currently uninsured  
(Olson, 2012).   Medicaid knowledge of the factors affecting Medicaid enrollment is incomplete 
at the moment until states release their new structural plans; Medicaid financial and structural 
expansion will ultimately depend on “whether newly eligible individuals enroll in Medicaid and 
remain enrolled. Though the details of enrollment outreach, application processes, and renewal 
procedures may not be glamorous, they hold the key to success in expanding health insurance 
coverage to millions of needy Americans”  (Sommers & Epstein, 2010, p. 17).  
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 The number of Americans age 65 or older will more than double in number from the 
estimate of 40.2 million to 88.5 million by 2014 (O'Shaughnessy, 2011). Furthermore, the 
evidence is that more than half of these older Americans will experience at least one condition 
requiring long-term care (Kaplan, 2011). Currently, most elderly are not receiving the necessary 
type of care and/or the level of care that they require, including skilled nursing home care, acute 
care, and emergency care. Medicare and Medicaid will change dramatically, preventive care will 
be more readily available, and prescription drugs are projected to not be an issue with the elderly 
population anymore under PPACA. However, while the projected advantages have been 
articulated, what are the true benefits associated with PPACA? The research study that follows 
sought to discover the perceived effects on the quality and availability of care to the elderly 
population under PPACA. Using a specific group of elderly respondents in Central Florida, the 
study’s primary purpose was to examine the perceptions of the elderly regarding PPACA, and to 
open the dialogue on the perceived effects for, in the future, this legislation most likely will 
affect, if not all, Americans.  
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METHODOLOGY 
 
PPACA has officially passed and it is projected to be in full effect by 2014. Using both 
qualitative and quantitative methodology, the researcher of this thesis gathered and analyzed data 
on the perceptions of the elderly in Central Florida regarding quality of care under the new 
PPACA. The methodology for this consisted of two parts: a qualitative framework and a 
quantitative framework.   
Qualitative Framework 
 
The researcher began with a qualitative study. PPACA may bring both potential 
advantages and disadvantages to seniors in the current system, more specifically in the areas of 
preventive care, prescription drugs, skilled nursing home care, Medicare, and Medicaid, as it 
pertains to the elderly. Due to the inexperience and limited knowledge in the subject matter, the 
researcher sought to first gather data on PPACA from long-term care professionals, in order to 
design a more coherent and pertinent quantitative study directed at elderly respondents. The 
researcher met and interviewed four pre-determined long-term care administrators in Central 
Florida in order to establish a basis of understanding on the issues at hand and to discuss their 
general knowledge and perceptions about PPACA. 
 The researcher contacted four long-term care health professionals in Central Florida, who 
voluntarily agreed to meet in order to discuss the main issues that surround the elderly under 
PPACA.  From the literature review, a general interview questionnaire (Appendix B) was 
generated and employed to begin the qualitative methodology portion of the study. Before 
meeting with the four participants, the researcher provided the interview questions in advance in 
order to establish a more guided discussion. Then, during the meetings with each of the four 
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participants, the researcher engaged in an open interview discussion on PPACA, and gathered by 
writing down and documenting the participants’ feedback the data through writing. Though the 
interview was given and used to provide structure to the interview discussions, no restrictions 
were present, and rather a personal dialogue on PPACA’s perceived effects was encouraged. An 
overview of the interview data is found below.   
Participant #1 
 
 The first participant (Participant #1) is the leader of a full-service care management 
company that specializes in assisting the elderly in Central Florida with all retirement services, 
most importantly their healthcare. During the discussion, Participant #1 focused her concern on 
the current system’s lack of effective measures to aid the elderly, and on the importance of 
prevention awareness and primary care availability. Participant #1 explained that the elderly “do 
not pay attention to their health until it is way too late and their options are very limited,” which 
is where the main issue begins. Participant #1 elaborated by saying “Medicare and Medicaid are 
not effective at all and clearly need to be revamped. These services seem to have been designed 
to help others like the unemployed or the lower class.” Participant #1 boldly expressed that the 
system should be progressive, assisting the elderly from early on and focusing on awareness. 
Participant #1 added “Most of the Medicare funding my patients have…they use in their last six 
months. Older people want a quiet, not institutionalized end to their lives. I think if the options 
were broader, the elderly would be able to actually take advantage of public services.” 
 Participant #1 discussed her limited knowledge of PPACA, but applauded the 
government’s effort to expand primary care services by saying “Older folks need a [primary 
care] physician to offer the bigger picture. They need and want that. Preventive services are 
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fantastic and they have always been. So, I’m all about that.” Participant #1 concluded her 
discussion by explaining that making prescription drugs more accessible under Medicare Part D 
will not solve the underlining issue: “seniors do not want to take pills.” Her clients, Participant 
#1 added, will not take their medicine, even when they have private care that pay for them. 
Participant #1 suggests that more attention should be given to costs and the average of number of 
prescription drugs the elderly need to take through early measures and not after patients have 
turned 65.  
Participant #2 
 
 The second participant (Participant #2) is an assisted living and rehabilitation facility 
administrator in Central Florida. Participant #2 began the discussion on PPACA by first 
addressing his familiarity with the bill and his concern for long-term care providers like his 
facility. Participant #2 explained that PPACA grants access to many elderly in need, particularly 
exalting the expansion of preventive services for seniors, but affects his ability to deliver high 
quality care. With the former system, Participant #2 explained, Medicare patients would fill the 
gap private patients did not. Medicare patients’ rates are much lower than private pay patients’ 
rates; consequently, facilities are forced to keep this balance in their favor in order to provide 
high quality of care. Participant #2 is very concerned with the new system because more access 
means more Medicare patients, and the provider’s inability to keep with labor and quality against 
Medicare reimbursement. Participant #2 stated that Medicare reimbursement is increasing by 
50%, for primary care physicians, but that also means an additional cut for long-term care 
funding.   
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 Likewise with Medicare Part D, Participant #2 explicitly discussed, increasing access to 
medications does not work at all because it cuts down from provider reimbursement. “It’s all the 
same pool of money, so it’s all about shifting it the right way or increasing taxes,” Participant #2 
explained.  Participant #2 ended his discussion by addressing the unknown measures regarding 
Medicaid in Florida. Participant #2 hopes that Florida decides to comply with the new Medicaid 
measures and opts for the diversion of the Federal capital received in order to produce less taxing 
overtime. “By keeping long-term care patients at home longer before going to a nursing home, 
less tax dollars are spent on healthcare, preventing the costs of Medicaid and the transfer to 
[Health Management Organizations] at the state level,” Participant #2 added.  
Participant #3 
 
 Participant #3 is a public service professional who serves the long-term care population 
and their quality of care concerns in public and private entities in Central Florida. Participant #3 
is also a very knowledgeable individual regarding health policy and PPACA. Participant #3 
began his discussion with preventive care and the reform’s effort to amplify its effects on the 
elderly by affirming that screenings and prevention do work, but that it is a long lasting process. 
Participant #3 elaborates by saying that “the elderly, or anyone, like preventing illnesses, so 
much more needs to be done in order for the reform’s changes to work.” Participant #3 has 
previously worked with preventive healthcare measures and absolutely believes they have the 
potential to drive costs down, but it is up to the larger pool of now insured (or soon to be insured) 
citizens to comply, along with the rest of the system.  
 Participant #3 addressed the issue of Medicare and Medicaid by succinctly saying “the 
system needs to care for what their users need—nothing else.” Participant #3 believes by 
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focusing on sharing information effectively and focusing on reducing wasteful spending, reform 
would actually work. Access to these plans is not the issue; the issue is how well their services 
are provided. Participant #3 supports the reform to Medicare Part D because it encourages 
Medicare Part D patients to utilize the system, which is on its way to becoming ideal. Participant 
#3 concluded by discussing his stance on Medicaid and how Florida should comply because 
eligible patients constantly have to wait longer than needed for care due to hold payments.  
Participant #4 
 
 Participant #4 is a long-term care administrator in Central Florida. Participant #4’s 
discussion was very brief. Participant #4 addressed Medicare exclusively saying that the new 
system will affect quality drastically, but it is yet to be determined how. Participant #4 is worried 
about the new regulations and expects the reimbursement rate from private payers to not change 
as a result of PPACA.  
Content Analysis  
 
 The qualitative data gathered from the four participants was scrutinized through content 
analysis. The researcher examined the data gathered and proceeded to locate common themes 
among feedback given by the four participants.  Based on the content analysis, the researcher 
found the following common themes: perceived impact of PPACA, preventive services usage 
and availability for senior citizens, prescription drugs opinion and relevance, Medicare funding 
and spending, and the projection of Medicaid in Florida.   These were subsequently utilized to 
design the survey for the quantitative portion of  the study. Further, this analysis helped to 
increase the validity and reliability of quantitative approach of the study and to support the 
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literature review. Since no preliminary research has been done, the researcher opted to utilize 
these data to design the quantitative instrument—a quantitative survey.  
Quantitative Framework 
Survey  
From the preliminary literature review and the data gathered at the interviews, the 
researcher designed a quantitative survey. The survey was then administered to selected 
participants throughout Central Florida. The survey was designed to target: general knowledge 
about PPACA and issues related to preventive care, prescription drugs, Medicare and Medicaid. 
The survey was divided into five sections, which described and presented the issues at hand to 
the respondents. Each section contained three to seven questions, which intended to gather the 
most accurate perception data about PPACA. Respondents were also able to provide additional 
written feedback on specific sections, allowing for free-text comments and additional 
information.   
After it was developed, the survey was sent back to the four experts that participated in 
the interviews; their feedback was utilized in the finalized version of the survey. A finalized 
survey was then sent to the University of Central Florida Institutional Review Board (IRB) for 
review and approval; a copy of the IRB approval letter is found in Appendix A, and the approved 
survey instrument is found in Appendix C. After endorsement from IRB, the researcher uploaded 
the survey to the Qualtrics web-based survey system and distributed the survey both via email 
and in paper-based format for physical distribution to all potential participants.  
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Participants 
 
The senior citizen participants from the quantitative portion of the study were recruited 
from three public interest membership groups in Central Florida. The first group (Participant 
Group #1) was from a limited membership educational group for senior citizens ages 65 and 
older, and was primarily composed of highly educated Caucasian members. The second group 
(Participant Group #2) consisted of volunteer seniors in Central Florida, which mainly included 
minority middle to lower class members (predominantly Hispanic and Vietnamese).  The third 
group (Participant Group #3) was comprised of recreational support group for seniors, which 
serves lower income populations and mainly assists African-American elderly.   
With Participant Group #1, where the electronic survey presented an issue, the researcher 
was approved to hand out surveys at the group’s general meetings for one month. Participants 
were allowed to partake in the study for a period of 14 weeks. After this time elapsed and 
participant response stopped, the survey was closed.  
Participant response was based on a sample of convenience, as participants were 
recruited through three membership groups that were readily available in Central Florida. No 
randomized sampling was included in this study. During the study, Participant Group #1 had a 
total of 500 active members; Participant Group #2 had 600 active members; and Participant 
Group #3 had 350 active members.  This resulted in a total of 1,450 members among the three 
groups. Though the total memberships were high in number, the response rate was based on, 
what the researcher called, “opportunity members.”  “Opportunity members” were those 
members who had direct access to the survey. For example,  for Participant Group #1, the 
researcher was allowed to solicit members directly, but only members who attended general 
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meetings had the “opportunity” to complete the survey (not all members attend the meetings). 
Due to the nature of the recruitment process, the researcher was not able to directly solicit 
participants for Participant Groups #2 and #3, and consequently, a liaison for these groups 
distributed the survey via email to selected members only.  Here again, though the groups had 
high membership number, only those members who had the opportunity complete the survey 
were used to calculate the overall response rate for this study. Participant Group #1 had 180 
opportunity members, Participant Group #2 had 250 opportunity members, and Participant 
Group #3 had 200 opportunity members for a total of 630 “opportunity members.” Of the total 
630 opportunity members, 111 chose to participate in the study. The study therefore had a 17.6% 
respondent rate.    
The data collected was analyzed using the software IBM SPSS 15.0 and the results are 
presented in the following section. The findings to this study will be made available to all 
participants and interested parties 
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HYPOTHESES 
 
 From the previously conducted literature review and qualitative framework, six 
hypotheses were formulated. The following hypotheses were developed to address each of the 
underlining issues that may potentially impact the perceptions of the elderly regarding the quality 
of care they will receive under PPACA (Table 1).  
 
Table 1: Hypotheses 
Variable Hypothesis 
1.     General Knowledge of PPACA 
H1: Senior citizens in Central Florida with a higher 
than average knowledge on PPACA will perceive 
PPACA reform to be a positive change to the quality 
of care the elderly receive. 
2.     PPACA Impact on the Elderly 
H2: Senior citizens in Central Florida will perceive 
PPACA to have little to no impact on the quality of 
care the elderly receive.  
3.     Preventive Healthcare Services 
H3: Senior citizens in Central Florida will perceive 
the expansion of preventive services under PPACA to 
be able to potentially improve overall quality the 
elderly receive. 
4.     Prescription Drugs 
H4: Senior citizens in Central Florida will believe the 
changes made to Medicare Part D will effectively 
increase their access to prescription drugs under 
Medicare, improving the overall quality of care 
elderly receive. 
5.     Medicare 
H5: Senior citizens in Central Florida will deem the 
changes made to Medicare as ineffective to improve 
the overall quality of care the elderly receive. 
6.     Medicaid 
H6: Senior citizens in Central Florida will deem the 
changes made to Medicaid as ineffective to improve 
the overall quality of care elderly receive. 
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DESCRIPTIVE DATA ANALYSIS  
 
 From the qualitative discussion by experts in the field, a survey was developed 
(Appendix C). The following analysis presents the data collected from 111 respondents from the 
survey given as part of quantitative part of this study. This first analysis was descriptive in nature 
and allowed the researcher to visualize respondent profiles and their general perceptions 
regarding PPACA. After the descriptive analysis, a more advanced statistical analysis was 
conducted in order to support or not support the study’s hypotheses.   
Demographics  
 
 When asked about their age, a majority of the 111 respondents (31.5%) were between the 
ages 61 and 70 years of age. The remaining respondents included 21.6% between 55-60 years of 
age; roughly 28% between the ages 71 and 80 years old; and approximately 10% between the 
ages 81 and 90 years of age. Though the survey explicitly screened for respondents 55 years or 
older, one respondent between 50 and 54 years of age completed the survey and will be included 
in the results of this study. 8 Respondents who did not indicate their age totaled 8.1% (Table 2).   
Table 2: Age 
  
Number of 
Respondents  Percent  
50-54 years 1 0.9 
55-60 years 24 21.6 
61-70 years  35 31.5 
71-80 years  31 27.9 
81-90 years  11 9.9 
(Not Indicated)  9 8.1 
Total  111 100 
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With regard to gender, a majority (58.6) of the 111 respondents were female. Males represented 
41.4% of the total respondents (Table 3). 
Table 3: Gender 
 
Number of 
Respondents Percent 
Male 46 41.4 
Female 65 58.6 
Total 111 100 
 
 When asked to indicate their race or ethnicity, a majority (47.7%) of the 111 respondents 
identified as White or Caucasian.  Hispanics represented the second largest group with 24.3%; 
African Americans followed with roughly 17%; and Asian and Pacific Islanders with 4.5% each.  
1.8% of the 111 respondents indicated “Other” as their race or ethnicity (Table 4). 
Table 4: Race/Ethnicity 
  
Number of 
Respondents  Percent  
White/Caucasian  53 47.7 
African American  19 17.1 
Hispanic  27 24.3 
Asian  5 4.5 
Pacific Islander  5 4.5 
Other 2 1.8 
Total 111 100 
  
 When asked to select their marital status, a majority (40.5%) of the 111 respondents 
selected married with children. Of the 111 remaining respondents, 13.5% were divorced; 12.6% 
were widowed; 11.7% were single or had never married; 8.1% were married without children; 
8.1% were living with a partner, and 2.7% were separated. Respondents who did not indicate 
their marital status totaled 2.7% (Table 5). 
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Table 5: Marital Status 
  
Number of 
Respondents  Percent  
Single/Never Married  13 11.7 
Married without Children  9 8.1 
Married with Children 45 40.5 
Divorced 15 13.5 
Separated  3 2.7 
Widowed  14 12.6 
Living with Partner  9 8.1 
(Not Indicated)  3 2.7 
Total 111 100 
 
 
 
 When asked to specify their highest completed level of education, a majority (31.5%) of 
the 111 respondents selected that they had a 4-year College Degree. Of the remaining 
respondents, 28% indicated that they had some college experience; 21.6% had a 2-year College 
Degree; 7.2% had a High School or GED diploma; 4.5% had a Master’s Degree; 2.7% had a 
Doctoral Degree; and roughly 1% had less than a High School diploma. Respondents who did 
not indicate their level of education totaled 5.4% (Table 6). 
Table 6: Highest Level of Education 
 
Number of 
Respondents Percent 
Less than High School 1 0.9 
High School/GED 8 7.2 
Some College 28 25.2 
2-year College Degree 24 21.6 
4-year College Degree 35 31.5 
Master’s Degree 5 4.5 
Doctoral Degree 3 2.7 
Professional Degree (JD, MD) 1 0.9 
(Not Indicated) 6 5.4 
Total 111 100 
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 When asked to check what type of insurance or support program they possessed, a 
majority (81.9%) of the 111 respondents checked that they had Medicare. Roughly 53% checked 
that they had private insurance and 7.2 % checked that they had Medicaid. Respondents who did 
not select any health insurance or support program affiliation totaled 17.1% (Table 7). 
Table 7: Type of Insurance/Support Program 
 
Number of 
Respondents Percent 
Medicare 91 81.9 
Medicaid 8 7.2 
Private 59 53.1 
(Not Indicated Any Affiliation) 19 17.1 
         *Respondents may have selected more than one program or no program at all  
 When asked to indicate their retirement status, a majority (78.3%) of the 111 respondents 
selected that they were retired. Of the remaining respondents, 18.9% indicated that they were not 
retired and 2.7% did not indicate whether they were retired or not (Table 8). 
Table 8: Retiriment Status 
  
Number of 
Respondents  Percent  
Retired 87 78.3 
Not Retired 21 18.9 
(Not Indicated)  3 2.7 
Total 111 100 
 
 From those who indicated that they were not retired, a majority (10.8%) of the 111 
respondents selected that they had a part-time job. Of the remaining respondents, 9.9% indicated 
that they had a full-time job; 4.5% of the respondents checked to have other levels of 
employment, which they described as “helping around the house” and “side jobs,” and 74.8% of 
the total respondents chose not to indicate any level of employment (Table 9). 
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Table 9: Employment Status (If not retired) 
  
Number of 
Respondents  Percent  
Full-Time 11 9.9 
Part-Time 12 10.8 
Other 5 4.5 
(Not Indicated)  83 74.8 
Total 111 100 
                               *Retired respondents may have indicated employment  
 When asked about their highest annual salary, 30.6% selected between $50,001 and 
$75,000. Of the remaining respondents, roughly 28% selected between $25,001 and $50,000; 
17.1% selected between $75,001 and $100,000; 5.4% selected between $100,001 and $125,000; 
5.4% selected between $125,001 and $150,000; 3.6% selected $200,001 and more; 2.7% selected 
between $0 and $25,000; 1.8% selected between $125,001 and  $150,000; and nearly 1% 
selected between $175,001 and  $200,000.  Respondents who did not indicate their highest salary 
totaled 4.5% (Table 10).   
Table 10: Highest Income Attained 
  
Number of 
Respondents  Percent  
$0 - $25,000 3 2.7 
$25,001 - $50,000 31 27.9 
$50,001 - $75,000 34 30.6 
$75,001 - $100,000 19 17.1 
$100,001 - $125,000 6 5.4 
$125,001 - $150,000 6 5.4 
$125,001 -  $150,000 2 1.8 
$175,001 -  $200,000 1 0.9 
$200,001+ 4 3.6 
(Not Indicated)  5 4.5 
Total 111 100 
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When asked about their political attitude, the respondents were instructed to select their 
political attitude from a 7-point Likert. Those who identified as very liberal were asked to choose 
(1) on the scale while those who identified as very conservative were asked to choose (7) on the 
scale. Of the 111 respondents, 19.8% identified as having a moderate political attitude, 19.8% 
considered themselves to be slightly more conservative, and 22.5% considered themselves to be 
liberal, but not very liberal (Table 11).    
Table 11: Political Attitude 
  
Number of 
Respondents  Percent  
1 Very Liberal 8 7.2 
2 25 22.5 
3 13 11.7 
4 Moderate  22 19.8 
5 22 19.8 
6 14 12.6 
7 Very Conservative  5 4.5 
(Not Indicated)  2 1.8 
Total 111 100 
 
Elderly Knowledge of PPACA 
 
In addition to the respondents’ demographics, a descriptive analysis was also conducted 
on each of the variables in the study. The first variable of the study was the overall knowledge of 
the respondents about PPACA. Respondents were asked to rate their knowledge about PPACA 
on a 7-point Likert scale with the question, “How would you rate your level of knowledge of the 
Patient Protection and Affordable Care Act (PPACA)?” Those not knowledgeable at all about 
PPACA were asked to choose the lowest possible number (1) on the scale while those very 
knowledgeable were asked to choose the highest possible number (7) on the scale.  
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Of the 111 respondents, 33.3% believed to have a slightly lower level of knowledge than 
somewhat knowledgeable, followed by 30.6% at somewhat knowledgeable. Only 7.2% of the 
total respondents considered themselves very knowledgeable about PPACA (Table 12 and 
Figure 2)  
Table 12: Knowledge about PPACA 
  
Number of 
Respondents  
Percent  
1 Not Knowledgeable At All 0 0 
2 12 10.8 
3 37 33.3 
4 Somewhat Knowledgeable  34 30.6 
5 20 18 
6 8 7.2 
7 Very Knowledgeable  0 0 
(Not Indicated)  1 0.9 
Total 111 100 
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Figure 2: Knowledge about PPACA  
 
 
Impact of PPACA on the Elderly  
 
 Respondents were asked to rate the impact they perceive PPACA to have on their life 
using a 7-point Likert scale with the question “How impactful do you perceive PPACA will be 
on you?” Those who believed PPACA to have no impact on their lives at all were asked to 
choose the lowest possible number (1) on the scale, while those who believed PPACA to have a 
strong impact on their lives were asked to choose the highest possible number (7) on the scale.  
Of the 111 respondents, 27% believed PPACA was somewhat impactful on their lives, 
followed by 22.5% who considered PPACA has a slightly lower impact on their lives. Only 1.8% 
of the total respondents considered PPACA to have no impact on their lives (Table 13 and Figure 
3).  
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Table 13: Impact of PPACA 
  
Number of 
Respondents  
Percent  
1 Not Impactful At All 2 1.8 
2 19 17.1 
3 25 22.5 
4 Somewhat Impactful 30 27 
5 15 13.5 
6 13 11.7 
7 Very Impactful 4 3.6 
(Not Indicated)  3 2.7 
Total 111 100 
 
 
Figure 3: Impact of PPACA 
 
 
 
Respondents were asked to choose whether they believed PPACA had a negative or 
positive impact on the quality of care provided to them on a 7-point Likert scale with the 
question “What kind of impact do you feel PPACA will have on the quality of care that is 
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provided to you?” Those who believed PPACA will have a negative impact on the quality of care 
they will receive were asked to choose the lowest possible number (1) on the scale, while those 
who believed PPACA will have a positive impact on the quality of care they will receive were 
asked to choose the highest possible number (7) on the scale.  
Of the 111 respondents, 22.5% believed PPACA would have a neutral effect on the 
quality of care they will receive, 19.8% believed PPACA to have a slightly positive impact on 
the quality of care they will receive, and only 2.7% of the respondents firmly believed PPACA 
will have a positive impact on the quality of care they will receive.  A majority of 44.1% 
believed PPACA will have a negative impact on the quality of care they will receive (Table 14 
and Figure 4).   
Table 14 : Quality of Care under PPACA 
  
Number of 
Respondents  
Percent  
1 Negative 12 10.8 
2 19 17.1 
3 18 16.2 
4 Neither Positive nor Negative 25 22.5 
5 22 19.8 
6 11 9.9 
7 Positive  3 2.7 
(Not Indicated)  1 0.9 
Total 111 100 
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Figure 4: Quality of Care under PPACA   
 
 
 
 
Expansion to Preventive Services (Medicare Part B) 
 
The third variable examined was the expansion to preventive services (Medicare Part B) 
under PPACA. Respondents were asked a series of 5 questions regarding this variable.  On the 
distributed survey, this section was introduced with the following:  
 
“Please consider the following questions in relation to the reformed Medicare Part B 
 Preventive Services made available to seniors under the Patient Protection and 
 Affordable Care Act (PPACA). PPACA has expanded the preventive program to eligible 
 Medicare patients in order to amplify its magnitude and number of eligible recipients. 
 PPACA allows eligible patients to now take advantage of customized annual wellness 
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 visits, which provide a comprehensive risk assessment and a personal prevention plan.
 Furthermore, the plan will account for patients’ present and past medical history as well 
 as their families’ background in order to establish possible risk. Please, rank your 
 answers as they best correspond with your opinions regarding the new additions to 
 preventive services as part of the Medicare Part B plan under the Patient Protection 
 and Affordable Care Act (PPACA)” 
 
First, respondents were asked to rate how useful they perceived the annual wellness 
visits made available under PPACA were on a 7-point Likert scale with the question, “How 
useful do you perceive the annual wellness visits under PPACA, which include comprehensive 
risk assessment and customized prevention plans, will be to you?” Those who believed the 
annual wellness visits under PPACA will not be useful were asked to choose the lowest possible 
number (1) on the scale, while those who believed they wellness visits to be useful were asked to 
choose the highest possible number (7) on the scale.  
Of the 111 respondents, 41.4% believed the annual visits to be somewhat useful, 
followed by 20.7% at slightly more than useful. Only 4.5% of the total respondents considered 
the wellness visits to be not useful at all (Table 15 and Figure 5). 
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Table 15: Annual Wellness Visits 
  
Number of 
Respondents  
Percent  
1 Not Useful At All 5 4.5 
2 1 0.9 
3 12 10.8 
4 Somewhat Useful 46 41.4 
5 23 20.7 
6 11 9.9 
7 Very Useful 11 9.9 
(Not Indicated)  2 1.8 
Total 111 100 
 
 
Figure 5: Annual Wellness Visits 
 
 
Respondents were asked to rate how effective they perceived the newly developed risk 
plans made available under PPACA were on a 7-point Likert scale with the question “The newly 
developed risk plans will account for your present and past medical history, as well as your 
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families’ as supported by PPACA. How effective do you feel the newly developed risk plans will 
be for you and your family?” Those who believed the newly developed risk plans under PPACA 
will not be effective were asked to choose the lowest possible number (1) on the scale, while 
those who believed the newly developed risk plans to be effective were asked to choose the 
highest possible number (7) on the scale.  
Of the 111 respondents, 35.1% believed the newly developed risk plans to be somewhat 
effective, followed by 27% at slightly more than somewhat effective. Only about 10% of the 
total respondents considered the newly developed risk plans to be not effective at all (Table 16 
and Figure 6).  
Table 16: Newly Developed Risk Plans 
  
Number of 
Respondents  
Percent  
1 Not Effective At All 6 5.4 
2 5 4.5 
3 18 16.2 
4 Somewhat Effective 39 35.1 
5 30 27 
6 7 6.3 
7 Very Effective  3 2.7 
(Not Indicated)  3 2.7 
Total 111 100 
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Figure 6: Newly Developed Risk Plans 
 
Respondents were asked to rate how likely they were to use the preventive services made 
available under PPACA on a 7-point Likert scale with the question, “The new expansion to 
preventive services will be offered at no cost to eligible patients. How likely is it for you to use 
these services?” Those who believed it was not likely for them to use the new preventive services 
available under PPACA were asked to choose the lowest possible number (1) on the scale, while 
those who believed it was very likely for them to use the new preventive services available under 
PPACA were asked to choose the highest possible number (7) on the scale.  
Of the 111 respondents, 29.7% believed it was slightly more than somewhat likely that 
they would use the new preventive services available under PPACA, followed by 23.4% at 
slightly higher likelihood. Only about 14% of the total respondents considered themselves not 
likely to use these services (Table 17 and Figure 7).  
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Table 17: No Cost Preventive Services 
  
Number of 
Respondents  
Percent  
1 Not Likely At All 3 2.7 
2 3 2.7 
3 9 8.1 
4 Somewhat Likely 22 19.8 
5 33 29.7 
6 26 23.4 
7 Very Likely 12 10.8 
(Not Indicated)  3 2.7 
Total 111 100 
 
Figure 7: No Cost Preventive Services 
 
Respondents were asked to rate how important preventive services are to them on a 7-
point Likert scale with the question “How important are preventive services, such as screening 
tests, immunizations, and health education programs to you?” Those who believed preventive 
services were not important were asked to choose the lowest possible number (1) on the scale 
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while those who believed preventive are very important were asked to choose the highest 
possible number (7) on the scale.  
Of the 111 respondents, 36% believed preventive services are very important, followed 
by 25.2% with somewhat important. Only about 6% of the total respondents considered 
preventive services not important at all (Table 18 and Figure 8) 
Table 18: Importance of Preventive Services 
  
Number of 
Respondents  
Percent  
1 Not Important At All 0 0 
2 2 1.8 
3 5 4.5 
4 Somewhat Important 28 25.2 
5 14 12.6 
6 40 36 
7 Very Important  20 18 
(Not Indicated)  2 1.8 
Total 111 100 
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Figure 8: Importance of Preventive Services 
 
Respondents were asked to rate how much they agree on a 7-point Likert scale with the 
following statement “the expansion of preventive services will potentially improve overall 
quality of care for the elderly.” Those who did not agree with the statement at all were asked to 
choose the lowest possible number (1) on the scale, while those who completely agreed with the 
statement were asked to choose the highest possible number (7) on the scale.  
Of the 111 respondents, 26% somewhat agreed with the statement, followed by 25.5% 
agreeing with the statement at two levels slightly above somewhat agree. Only about 16% of the 
total respondents considered preventive services not important at all (Table 19 and Figure 19). 
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Table 19: Preventive Services and Quality of Care 
  
Number of 
Respondents  
Percent  
1 Not True At All 6 5.4 
2 1 0.9 
3 10 9 
4 Somewhat Agree 29 26.1 
5 23 20.7 
6 25 22.5 
7 Completely True  11 9.9 
(Not Indicated)  6 5.4 
Total 111 100 
 
Figure 9: Preventive Services and Quality of Care 
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Restructured Phases of Coverage of Prescription Drugs (Medicare Part D)  
 
The fourth variable examined was the Restructured Phases of Coverage of Prescription 
Drugs (Medicare Part D) under PPACA. Respondents were asked a series of four questions 
regarding this variable.  On the distributed survey, this section was introduced with the 
following:  
 “Please consider the following questions in relation to the Restructured Phases in 
Coverage of the Medicare Part D—Access to Prescription Drugs under the Patient 
Protection and Affordable Care Act (PPACA) If not the most consumed, prescription 
drugs are definitely the most critical medical expense for the elderly. Before PPACA, 
Medicare Part B (which did not begin until 2006) provided prescription drugs to eligible 
patients, at a significant cost. The present-day system includes a gap—the “donut hole,” 
which includes a limit to prescription benefit and a limit of total prescription drug 
expenditures in order to receive the benefit again. PPACA intends to modify the system to 
improve quality of care for American senior citizens and save a projected $43 billion 
over the next ten years.  
 Please, rank your answers as they best correspond with your opinions regarding the 
Restructured Phases in Coverage of the Medicare Part D—Access to Prescription Drugs 
under the Patient Protection and Affordable Care Act (PPACA).” 
 
In this section, respondents were first asked to rate how effective they perceived the new 
PPACA provision to solve the “donut hole” coverage issue on a 7-point Likert scale with the 
following statement, “PPACA, rather than to make the "donut hole" disappear, intends to expand 
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it, making the 25% co-insurance and co-payment for initial coverage ‘wider’ through the gap.  
How effective do you perceive this provision to be?” Those who did not deem this strategy 
effective at all were asked to choose the lowest possible number (1) on the scale, while those 
who believed the provision to be very effective were asked to choose the highest possible 
number (7) on the scale.  
Of the 111 respondents, 25.2% believed expanding the “donut hole” to be somewhat 
effective, followed by 23.4% and 18.9% who did not deem this provision effective at two levels 
slightly above not effective at all. About 20% of the total respondents considered this provision 
to be effective (Table 20 and Figure 10). 
Table 20: Medicare Part D “Donut Hole” 
  
Number of 
Respondents  
Percent  
1 Not Effective At All 0 0 
2 26 23.4 
3 21 18.9 
4 Somewhat Effective 28 25.2 
5 17 15.3 
6 4 3.6 
7 Completely Effective  1 0.9 
(Not Indicated)  14 12.6 
Total 111 100 
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Figure 10: Medicare Part D “Donut Hole” 
 
Respondents were asked to rate how likely they are to access drugs under the new 
PPACA requirement of drug companies to provide a $250 rebate to eligible seniors in 2010 and 
to give a 50 percent discount on all brand-name drugs on a 7-point Likert scale with the 
following statement “PPACA has targeted and required drug companies to provide a $250 rebate 
to eligible seniors in 2010 and mandated them to give a 50 percent discount on all brand-name 
drugs. How likely is this to increase access to prescription drugs for you?” Those who did not 
deem this provision to increase their access to prescription drugs were asked to choose the lowest 
possible number (1) on the scale while those who believed the provision to increase their access 
to prescription drugs were asked to choose the highest possible number (7) on the scale.  
 Of the 111 respondents, 25.2% believed it was somewhat likely for this provision to 
increase their access to prescription drugs, followed by 17.1% who did not deem this provision 
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to work for them. About 22% of the total respondents considered this provision to be likely to 
increase their access to prescription drugs (Table 21 and Figure 11). 
Table 21: Drug Companies Rebate 
  
Number of 
Respondents  
Percent  
1 Not Likely At All 10 9 
2 19 17.1 
3 15 13.5 
4 Somewhat Likely 28 25.2 
5 10 9 
6 11 9.9 
7 Completely Likely 3 2.7 
(Not Indicated)  15 13.5 
Total 111 100 
 
Figure 11: Drug Companies Rebate 
 
Respondents were asked to rate how effective they perceived the new PPACA provision 
would be to finance Medicare Part D by creating a personalized premium for each patient, taking 
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into account overall benefits and the scope of its formulary, on a 7-point Likert scale with the 
following statement, “According to PPACA, Medicare Part D will be financed by creating a 
personalized premium for each patient, taking into account overall benefits and the scope of its 
formulary. How effective do you believe this to be for you?” Those who did not deem this 
strategy effective at all were asked to choose the lowest possible number (1) on the scale, while 
those who believed the provision to be very effective were asked to choose the highest possible 
number (7) on the scale.  
Of the 111 respondents, 25.2% believed the financing of Medicare Part D to be slightly 
ineffective, followed by 18.9% who believed this provision to be one level above not effective at 
all. Only about 15% of the total respondents considered this provision to nearly or completely 
effective (Table 21 and Figure 12).  
Table 22: Personalized Premium 
  
Number of 
Respondents  
Percent  
1 Not Effective At All 7 6.3 
2 21 18.9 
3 28 25.2 
4 Somewhat Effective 21 18.9 
5 14 12.6 
6 1 0.9 
7 Completely Effective 1 0.9 
(Not Indicated)  18 16.2 
Total 111 100 
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Figure 12: Personalized Premium 
 
Respondents were asked to rate how likely they were to choose to opt out from Medicare 
Part D on a 7-point Likert scale with the following statement, “Arguments follow by stating that 
upper-income Medicare patients will choose to opt out because of the higher premiums, and 
therefore, eliminate their contribution to the plan. How likely is it that you will do this?” Those 
who believed they were not likely to opt out were asked to choose the lowest possible number 
(1) on the scale, while those who believed they were likely to opt out were asked to choose the 
highest possible number (7) on the scale.  
 Of the 111 respondents, 24.3% believed it was somewhat likely for them to opt out of 
Medicare Part D, followed by 17.1% who did not believe this to be likely at all. Only about 18% 
of the total respondents considered it likely for them to opt out of the program (Table 23 and 
Figure 13).  
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Table 23: Higher Premiums 
  
Number of 
Respondents  
Percent  
1 Not Likely At All 15 13.5 
2 15 13.5 
3 19 17.1 
4 Somewhat Likely 27 24.3 
5 10 9 
6 8 7.2 
7 Completely Likely 3 2.7 
(Not Indicated)  14 12.6 
Total 111 100 
 
Figure 13: Higher Premiums  
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Restructuring of Medicare Spending  
 
The fifth variable examined was the restructuring of Medicare spending under PPACA. 
Respondents were asked a series of five questions regarding this variable.  On the distributed 
survey, this section was introduced with the following: 
 
 Please consider the following questions in relation to the Restructured Phases in 
Coverage of Medicare under the Patient Protection and Affordable Care Act (PPACA). 
PPACA includes specific Medicare reforms that anticipate generating billions of dollars 
in savings and improving the quality and level of care Medicare patients receive today.   
 Please, rank your answers as they best correspond with your opinions regarding the 
Restructured Phases in Coverage of the Medicare under the Patient Protection and 
Affordable Care Act (PPACA). 
 
 Respondents were asked to rate how effective they perceived PPACA’s new model of 
care delivery to be on a 7-point Likert scale with the following statement “PPACA introduced a 
new model of care delivery, focusing on the patient’s overall medical performance rather than on 
a specific condition, as supported with the new preventive care provisions. This is projected to 
lower spending by 50%. How effective do you perceive this model to be?” Those who did not 
believe the new model to be effective at all were asked to choose the lowest possible number (1) 
on the scale, while those who believed the model to be very effective were asked to choose the 
highest possible number (7) on the scale.  
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 Of the 111 respondents, 24.3% believed the new delivery care model to be slightly 
ineffective, followed by 15.3% who believed the delivery care model to be somewhat effective. 
About 30% of the total respondents considered this new model of delivery care to be nearly or 
completely effective (Table 24 and Figure 14).  
Table 24: New Model of Care Delivery 
  
Number of 
Respondents  
Percent  
1 Not Effective At All 3 2.7 
2 10 9 
3 27 24.3 
4 Somewhat Effective 17 15.3 
5 20 18 
6 15 13.5 
7 Completely Effective 0 0 
(Not Indicated)  19 17.1 
Total 111 100 
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Figure 14: New Model of Care Delivery 
 
Respondents were asked to rate how much they agree on a 7-point Likert scale with the 
following statement, “Pricing and reimbursement of Medicare services at all levels has been 
revised and a new mandated, stricter system for Medicare providers has been put in place, 
reflecting productivity gains and extending the projected exhaustion of Medicare Part A trust 
fund (Section 2401). This is projected to lower beneficiaries’ Part B premiums by nearly $200 
annually by 2018.” Those who did not agree with the statement at all were asked to choose the 
lowest possible number (1) on the scale while those who completely agreed with the statement 
were asked to choose the highest possible number (7) on the scale.  
Of the 111 respondents, 20.7% disagreed with the statement, followed by 18.9% 
disagreeing with the statement at two levels slightly above not agree at all. Only about 21% of 
the total respondents agreed with the statement (Table 25 and Figure 15). 
0
5
10
15
20
25
30
3
10
27
17
20
15
0
19
58 
 
 
Table 25: Medicare System 
  
Number of 
Respondents  
Percent  
1 Not Agree At All 9 8.1 
2 23 20.7 
3 21 18.9 
4 Somewhat Agree 17 15.3 
5 10 9 
6 13 11.7 
7 Completely Agree 1 0.9 
(Not Indicated)  17 15.3 
Total 111 100 
 
Figure 15: Medicare System 
 
Respondents were asked to rate how much they agree on a 7-point Likert scale with the 
following projection, “Under PPACA, higher regulations are directed for Medicare claims in 
order to fight waste, fraud, and abuse. From these core changes, the Medicare Hospital Insurance 
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Trust Fund is expected to double in 12 years from 2017 to 2029 before the previous projected 
trust exhaustion.” Those who did not agree with the projection at all were asked to choose the 
lowest possible number (1) on the scale, while those who completely agreed with the projection 
were asked to choose the highest possible number (7) on the scale.  
Of the 111 respondents, 18.9% agreed with the projection, followed by 15.3% agreeing 
with the statement at two levels slightly below completely agree. About 25% of the total 
respondents disagreed with the statement (Table 26 and Figure 16). 
Table 26: Higher Regulations to Fight Fraud 
  
Number of 
Respondents  
Percent  
1 Not Agree At All 7 6.3 
2 12 10.8 
3 11 9.9 
4 Somewhat Agree 22 19.8 
5 17 15.3 
6 21 18.9 
7 Completely Agree 8 7.2 
(Not Indicated)  13 11.7 
Total 111 100 
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Figure 16: Higher Regulations to Fight Fraud 
 
Respondents were asked to rate how much they agree on a 7-point Likert scale with the 
following statement, “Opposition parties to PPACA object that PPACA will cause reductions in 
payments for physician’s services, skilled nursing homes, home healthcare agencies, and 
Medicare Advantage plans. These regulations, it is argued, have the potential to directly impact 
the practice of medicine and the quality of care provided to you.” Those who did not agree with 
the statement at all were asked to choose the lowest possible number (1) on the scale, while those 
who completely agreed with the statement were asked to choose the highest possible number (7) 
on the scale.  
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Of the 111 respondents, 20.7% agreed with the statement, followed by 18% agreeing with 
the statement at two levels slightly below completely agree. About 25% of the total respondents 
disagreed with the statement (Table 27 and Figure 17). 
Table 27: Reduction in Payments for Physician Services 
  
Number of 
Respondents  
Percent  
1 Not Agree At All 1 0.9 
2 2 1.8 
3 24 21.6 
4 Somewhat Agree 11 9.9 
5 20 18 
6 23 20.7 
7 Completely Agree 11 9.9 
(Not Indicated)  19 17.1 
Total 111 100 
 
Figure 17: Reduction in Payments for Physician Services 
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Respondents were asked to rate how much they agree on a 7-point Likert scale with the 
following statement, “It is argued that by allowing Federal supervision of physician and clinical 
practice and reforming reimbursement, PPACA will create a barrier for professional 
independence, which will, in turn, affect how clinicians practice and provide services to you.” 
Those who did not agree with the statement at all were asked to choose the lowest possible 
number (1) on the scale, while those who completely agreed with the statement were asked to 
choose the highest possible number (7) on the scale.  
Of the 111 respondents, 26.1% agreed with the statement, followed by 18.9% agreeing 
with the statement at two levels slightly below completely agree. Only about 19% of the total 
respondents disagreed with the statement (Table 28 and Figure 18). 
Table 28: Barrier for Professional Independence 
  
Number of 
Respondents  
Percent  
1 Not Agree At All 1 0.9 
2 12 10.8 
3 8 7.2 
4 Somewhat Agree 14 12.6 
5 21 18.9 
6 29 26.1 
7 Completely Agree 7 6.3 
(Not Indicated)  19 17.1 
Total 111 100 
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Figure 18: Barrier for Professional Independence  
 
Medicaid 
 
Respondents were asked to rate how effective they perceived PPACA’s Medicaid 
reimbursement increase on a 7-point Likert scale with the following statement, “With regard to 
Medicaid, many elderly are affected by waiting room and nursing home deferred reimbursement. 
While PPACA increases Medicaid reimbursement by 50% for primary care physicians in order 
to induce proactive and preventive care, it makes no changes to the structure and/or functionality 
of the current system.” Those who did not believe the new change to be effective at all were 
asked to choose the lowest possible number (1) on the scale, while those who believed the 
change to be very effective were asked to choose the highest possible number (7) on the scale.  
 Of the 111 respondents, 35.1% believed the new delivery care model to be slightly 
ineffective, 13.5% who believed the change in Medicaid reimbursement to be slightly 
0
5
10
15
20
25
30
1
12
8
14
21
29
7
19
64 
 
ineffective. Only about 20% of the total respondents considered this change to be nearly or 
completely effective (Table 29 and Figure 19).  
Table 29: Medicaid 
  
Number of 
Respondents  
Percent  
1 Not Effective At All 0 0 
2 15 13.5 
3 39 35.1 
4 Somewhat Effective 9 8.1 
5 14 12.6 
6 11 9.9 
7 Completely Effective 1 0.9 
(Not Indicated)  22 19.8 
Total 111 100 
 
 
Figure 19: Medicaid 
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 BIVARIATE RELATIONSHIPS AND CORRELATIONAL DATA 
ANALYSIS  
 
In order to evaluate the research hypotheses of the study, a correlational analysis was 
conducted.  This analysis was conducted by first identifying each independent variable as a 
single or as an aggregate of survey questions. Subsequently, the single and aggregate 
independent variables were analyzed to establish their relationship to the dependent variable, the 
perceived quality of care for seniors of Central Florida under PPACA. A correlational analysis 
was then conducted between each of the independent variables and the dependent variable.  
 In order to explore the perceived quality of care for seniors of Central Florida under 
PPACA, the researcher identified six independent variables, as supported by the literature review 
and the qualitative part of this study. Figure 20 provides, in detail, how the analysis was 
conducted and the direction of the study; Table 30 identifies the independent variables with their 
pertaining survey questions; and Table 31 identifies the dependent variable with its pertaining 
survey questions to conduct the correlation study.  
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Table 30: Independent Variables   
Independent Variable  Hypothesis 
Number of 
Survey 
Items  
Survey 
Item(s)  
PPACA General Knowledge  #1 1 11 
PPACA Impact on Quality of Care #2 1 12 
Expansion of Preventive Services  #3 4 14,15,16,17 
Prescription Drugs-Medicare Part D #4 3 19,20,22 
Medicare #5 5 23,24,25,26,27 
Medicaid  #6 1 28 
 
 
 
 
Table 31: Depedent Variable 
Dependent Variable  
Number of 
Survey Items  
Survey Item(s)  
Perceived Quality of Care for 
Seniors of Central Florida under 
PPACA 
3 13,18,21 
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Figure 20: Conceptual Research Model 
 
 
                                                                                  Independent Variables                                             Dependent Variable  
   
1. ACA General Knowledge 
(Q11)
2. ACA Impact on Quality of Care 
(Q12)
3. Expansion of Preventative Services 
(Q14, Q15, Q16, Q17)
4. Prescription Drugs-Medicare Part D 
(Q19, Q20, Q22)
5. Medicare
(Q23,  Q24, Q25, Q26, Q27)
6. Medicaid 
(Q28)
Perceived Quality of 
Care for Seniors of 
Central Florida under 
the Patient Protection 
and Afforable Care 
Act (ACA) 
(Q13, Q18, Q21)
 
 
 
 
 
 
 
 
 
 
 
Control Variables  
Gender 
Race 
Marital Status 
Age 
Education Level 
Type of Insurance 
Retirement Status 
Salary 
Political Attitude 
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Scale Reliability 
 
 Before conducting the correlation analysis, the researcher needed to first establish the 
independent and dependent variables and to aggregate those variables that had internal 
consistency in order to avoid redundant data. The researcher proceeded to evaluate the 
aggregated independent and dependent variables for consistency using Cronbach’s coefficient 
alpha. The purpose of this coefficient is to assess the internal consistency of the scale in order to 
accurately and reliably utilize aggregate data for measuring purposes (Adamson & Prion, 2013). 
In this study, 3 aggregated independent variables and 1 aggregated dependent variable were 
discovered; all four of these aggregated variables were tested for internal consistency. The 
internal consistency of aggregated variables is crucial for the accurate analysis and results of the 
study’s correlation analysis (Adamson & Prion, 2013).  
 In order for Cronbach’s alpha to show internal consistency, the coefficient should be 
above .7 (Adamson & Prion, 2013).  However, Adamson and Prion (2013) explain that in certain 
cases Cronbach’s coefficient could be lower than .7. If the aggregate variable is composed of 
five or less items, the coefficient may be between .5 and .7 and still be considered to show 
internal consistency (Adamson & Prion, 2013).   
Aggregate Independent Variables  
 
 From the six independent variables of the study, three variables were composed of more 
than 1 question: expansion of preventive services, prescription drugs-Medicare Part D, and 
Medicare. In order for these variables to reliably work as aggregated variables, the researcher 
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tested these three variables for internal consistency using Cronbach’s alpha. The researcher 
found all three aggregated independent variables. The results are shown in Table 32 below:  
Table 32: Relability of Independent Aggregate Variables 
Variable  Survey Item(s)  
Number 
of Survey 
Items  
Cronbach's 
Alpha 
Coefficient  
Expansion of Preventive Services 14,15,16,17 4 0.728 
Prescription Drugs-Medicare Part D 19,20,22 3 0.622 
Medicare  23,24,25,26,27 5 0.777 
 
Aggregated Dependent Variable 
 
 The dependent variable for this study was the perceived quality of care for seniors of 
Central Florida under PPACA. A series of three questions from the survey employed in the study 
were identified to compose the independent variable as part of the correlation analysis. All three 
questions were designed to ask respondents to rate their personal perceptions on quality of care 
under PPACA. For the purpose of the analysis, the dependent variable was labeled as “Perceived 
Quality of Care for Seniors of Central Florida under PPACA.” The questions are listed here:  
 Question 13: What kind of impact do you feel PPACA will have on the quality 
of care that provided to you? 
 Question 18: How much do you agree with the statement “the expansion of 
preventive services will potentially improve overall quality of care for the 
elderly”? 
 Question 21: According to PPACA, Medicare Part D will be financed by 
creating a personalized premium for each patient, taking into account overall 
benefits and the scope of its formulary. How effective do you believe this to be 
for you?” 
 
 
70 
 
 The aggregated dependent variable was tested for internal consistency using Cronbach’s 
alpha. The aggregated dependent variable was found to have a coefficient higher than .5, and 
consequently to be internally consistent. The results are shown in Table 33.  
 
Table 33: Relability of the Depedent Aggregate Variable 
Variable  Survey Item(s)  
Number 
of Survey 
Items  
Cronbach's 
Alpha 
Coefficient  
Perceived Quality of Care for 
Seniors of Central Florida under 
PPACA 
13,18,21 3 0.701 
 
Correlation  
 
 The correlation analysis was conducted in order to provide support or no support to the 
hypotheses previously formulated in the study. By testing the data with a correlational analysis, 
the researcher was able to identify any bivariate or multivariate relationships in the data 
collected.  After all the correlational analysis between the dependent variables and the 
independent variables was completed, the researcher decided to test the control variables, or 
respondent demographics, to identify any possible relationships and response patterns. Table 34 
lists the independent variables of the study and their corresponding hypotheses. 
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Table 34: Hypotheses 
Variable Hypothesis 
1.     General Knowledge of PPACA 
H1: Senior citizens in Central Florida with a 
higher than average knowledge on PPACA will 
perceive PPACA reform to be a positive 
change to the quality of care the elderly 
receive. 
2.     PPACA Impact on the Elderly 
H2: Senior citizens in Central Florida will 
perceive PPACA to have little to no impact on 
the quality of care the elderly receive.  
3.     Preventive Healthcare Services 
H3: Senior citizens in Central Florida will 
perceive the expansion of preventive services 
under PPACA to be able to potentially improve 
overall quality the elderly receive. 
4.     Prescription Drugs 
H4: Senior citizens in Central Florida will 
believe the changes made to Medicare Part D 
will effectively increase their access to 
prescription drugs under Medicare, improving 
the overall quality of care elderly receive. 
5.     Medicare 
H5: Senior citizens in Central Florida will 
deem the changes made to Medicare as 
ineffective to improve the overall quality of 
care the elderly receive. 
6.     Medicaid 
H6: Senior citizens in Central Florida will 
deem the changes made to Medicaid as 
ineffective to improve the overall quality of 
care elderly receive. 
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General Knowledge of PPACA 
  
 The first hypothesis examined was Hypothesis #1, which stated, “Senior citizens in 
Central Florida with higher than average knowledge on PPACA will perceive PPACA reform to 
be a positive change to the quality of care that the elderly receive.” This hypothesis suggests that 
knowledge about PPACA and the perception of improved quality of care for seniors in Central 
Florida will have a positive relationship, meaning as knowledge about PPACA increases, the 
perception that quality of care for seniors in Central under PPACA also increases.  In this study, 
survey question #11 served as the indicator of knowledge regarding PPACA.    
 Question 11: How would you rate your level of knowledge of the Patient 
Protection and Affordable Care Act (PPACA) (commonly called in the media 
“ObamPPACAre”)? 
 
 Next, a correlation test was conducted. A correlation study is employed when a 
relationship between two variables is tested for strength and direction (Adamson & Prion, 2013). 
Using SPSS, the researcher conducted a correlational study with the first independent variable 
“General Knowledge of PPACA” and the aggregate dependent variable, “Perceived Quality of 
Care for Seniors of Central Florida under PPACA.” The bivariate relationship between the two 
variables was tested by obtaining Pearson’s coefficient.  Pearson’s coefficient (r) ranges from 1.0 
to -1.0 (Adamson & Prion, 2013). A 1.0 coefficient shows a perfect positive relationship while -
1.0 shows a perfect negative relationship (Adamson & Prion, 2013). Table 35 shows the 
correlation analysis conducted.  
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Table 35 : General Knowledge of PPACA Correlation 
 Perceived Quality of Care for Seniors of 
Central Florida under PPACA 
Perceived Quality of Care 
for Seniors of Central 
Florida under PPACA 
Pearson Correlation 1.0 
Sig. (2-tailed) 
 
N 111 
General Knowledge of 
PPACA  
Pearson Correlation .086 
Sig. (2-tailed) .372 
N 111 
**. Correlation is significant at the 0.01 level (2-tailed). 
 
 After examining the correlation matrix, the researcher found that the first independent 
variable “General Knowledge of PPACA” and the aggregate dependent variable, “Perceived 
Quality of Care for Seniors of Central Florida under PPACA” are not related with a Pearson’s 
coefficient of 0.86. This does not support a correlational relationship, and therefore does not 
support Hypothesis #1.  
PPACA Impact on the Elderly 
  
 The second hypothesis examined was Hypothesis #2, which stated, “Senior citizens in 
Central Florida will perceive PPACA to have little to no impact on the quality of care the elderly 
receive.” This hypothesis suggests that the perceived impact by PPACA and the perception of 
improved quality of care for seniors in Central Florida will not have any relationship. In this 
study, survey question #12 served as the indicator of impact by PPACA.    
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 Question 12: How impactful do you perceive PPACA will be on you?   
 
Table 36 shows the correlation analysis conducted between the perceived impact by 
PPACA and the perception of improved quality of care for seniors in Central Florida. 
 
Table 36: PPACA Impact on the Elderly Correlation 
 Perceived Quality of Care for Seniors of 
Central Florida under PPACA 
Perceived Quality of Care 
for Seniors of Central 
Florida under PPACA 
Pearson Correlation 1.0 
Sig. (2-tailed) 
 
N 111 
PPACA Impact on the 
Elderly  
Pearson Correlation .080 
Sig. (2-tailed) .405 
N 111 
**. Correlation is significant at the 0.01 level (2-tailed). 
  
 After examining the correlation matrix, the researcher found that the second independent 
variable “PPACA Impact on the Elderly” and the aggregate dependent variable, “Perceived 
Quality of Care for Seniors of Central Florida under PPACA” are not related with a Pearson’s 
coefficient of 0.80. This does not support a correlational relationship between the two variables, 
and therefore supports Hypothesis #2. 
 
 
 
 
 
75 
 
Preventive Healthcare Services 
 
 The next hypothesis examined was Hypothesis #3, which stated, “Senior citizens in 
Central Florida will perceive the expansion of preventive services under PPACA to be able to 
potentially improve overall quality the elderly receive.” This hypothesis suggests that the 
perception of the expansion of preventive services under PPACA and the perception of better 
quality care for seniors in Central Florida will have a positive relationship.  In short, this 
hypothesis says that as seniors’ perceptions to favor the new preventive services made available 
under PPACA increases, the perception that quality of care for seniors in Central under PPACA 
also increases.  In this study, survey questions #14, #15, #16, #17 served as the aggregate 
indicators of seniors’ perceptions in Central Florida regarding preventive services made available 
under PPACA.   
 
 Question 14: How useful do you perceive the annual wellness visits under 
PPACA, which include comprehensive risk assessment and customized 
prevention plans, will be to you? 
 Question 15: The newly developed risk plans will account for your present and 
past medical history as well as your families’ be as supported by PPACA. How 
effective do you feel the newly developed risk plans will be for you and your 
family? 
 Question 16: The new expansion to preventive services will be offered at no cost 
to eligible patients. How likely is it for you to use these services? 
 Question 17: How important are preventive services, such as screening tests, 
immunizations, and health education programs to you? 
 
 
 
 
 Table 37 shows the correlation analysis conducted between the new preventive services 
made available under PPACA and the perception of improved quality care for seniors in Central 
Florida. 
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Table 37: PPACA Preventive Services Correlation   
 Perceived Quality of Care for Seniors of 
Central Florida under PPACA 
Perceived Quality of Care 
for Seniors of Central 
Florida under PPACA 
Pearson Correlation 1.0 
Sig. (2-tailed) 
 
N 111 
Preventive Healthcare 
Services   
Pearson Correlation .546** 
Sig. (2-tailed) .000 
N 111 
**. Correlation is significant at the 0.01 level (2-tailed). 
 
 After examining the correlation matrix, the researcher found that the third aggregate 
independent variable “Preventive Healthcare Services” and the aggregate dependent variable, 
“Perceived Quality of Care for Seniors of Central Florida under PPACA” are positively related 
with Pearson’s coefficient of .546. This does support a correlational relationship between the two 
variables, and, therefore, does support Hypothesis #3. 
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Prescription Drugs 
 
 The following hypothesis examined was Hypothesis #4, which stated, “Senior citizens in 
Central Florida will believe the changes made to Medicare Part D will effectively increase their 
access to prescription drugs under Medicare, improving the overall quality of care elderly 
receive.” This hypothesis suggests the changes made to Medicare Part D under PPACA and the 
perception of better quality care for seniors in Central Florida will have a positive relationship.  
In short, this hypothesis says as seniors perceive the new changes made to Medicare Part D to be 
positive, the perception that quality of care for seniors in Central under PPACA will also be 
positive.  In this study, survey questions #19, #20, #22 served as the aggregated indicator of 
seniors citizens’ perceptions regarding the changes to prescriptions drugs system—Medicare Part 
D under PPACA.   
 
 Question 19: PPACA, rather than to make the "donut hole" disappear, intends to 
expand it, making the 25% co-insurance and co-payment for initial coverage 
"wider" through the gap.  How effective do you perceive this provision to be? 
 Question 20: PPACA has targeted and required drug companies to provide a 
$250 rebate to eligible seniors in 2010 and mandated them to give a 50 percent 
discount on all brand-name drugs. How likely is this to increase access to 
prescription drugs for you? 
 Question 22: Arguments follow by stating that upper-income Medicare patients 
will choose to opt out because of the higher premiums, and therefore, eliminate 
their contribution to the plan. How likely is it that you will do this? 
 
 Table 38 shows the correlation analysis conducted between the new changes to Medicare 
Part D under PPACA and the perception of improved quality care for seniors in Central Florida. 
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Table 38: PPACA Prescription Drugs Correlation 
 Perceived Quality of Care for Seniors of 
Central Florida under PPACA 
Perceived Quality of Care 
for Seniors of Central 
Florida under PPACA 
Pearson Correlation 1.0 
Sig. (2-tailed) 
 
N 111 
Prescription Drugs  
Pearson Correlation .305** 
Sig. (2-tailed) .001 
N 111 
**. Correlation is significant at the 0.01 level (2-tailed). 
 
 After examining the correlation matrix, the researcher found that the fourth aggregate 
independent variable “Prescription Drugs” and the aggregate dependent variable, “Perceived 
Quality of Care for Seniors of Central Florida under PPACA” are positively related with 
Pearson’s coefficient of .305. This does support a correlational relationship between the two 
variables, and, therefore, does support Hypothesis #4.  
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Medicare 
 
 The next hypothesis examined was Hypothesis #5, which stated, “Senior citizens in 
Central Florida will deem the changes made to Medicare as ineffective to improve the overall 
quality of care the elderly receive.” This hypothesis suggests that the Medicare system changes 
made under PPACA and the perception of better quality care for seniors in Central Florida will 
have a negative relationship.  In short, this hypothesis says, as seniors perceive the Medicare 
changes made under PPACA to be positive, the perception that quality of care for seniors in 
Central under PPACA will be negative.  In this study, survey questions #23, #24, #25, #26, #27 
served as the aggregate indicator of the senior perceptions about the Medicare system changes 
under PPACA. 
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 Question 23: PPACA introduces a new model of care delivery, focusing on the patient’s 
overall medical performance rather than on a specific condition, as supported with the 
new preventive care provisions. This is projected to lower spending by 50%. How 
effective do you perceive this model to be? 
 Question 24: Pricing and reimbursement of Medicare services at all levels has been 
revised and a new mandated, stricter system for Medicare providers has been put in 
place, reflecting productivity gains and extending the projected exhaustion of Medicare 
Part A trust fund. This is projected to lower beneficiaries’ Part B premiums by nearly 
$200 annually by 2018. How much do you agree with this statement? 
 Question 25: Under PPACA, higher regulations are directed for Medicare claims in 
order to fight waste, fraud, and abuse. From these core changes, the Medicare Hospital 
Insurance Trust Fund is expected to double in 12 years from 2017 to 2029 before the 
previous projected trust exhaustion. How much do you agree with this projection? 
 Question 26: Opposition parties to PPACA object that PPACA will cause reductions in 
payments for physician’s services, skilled nursing homes, home healthcare agencies and 
Medicare Advantage plans. These regulations, it is argued, have the potential to directly 
impact the practice of medicine and the quality of care provided to you. How much do 
you agree with this statement? 
 Question 27: It is argued that by allowing federal supervision of physician and clinical 
practice and reforming reimbursement, PPACA will create a barrier for professional 
independence, which will in turn affect how clinicians practice and provide services to 
you. How much do you agree with this statement? 
 
Table 39 shows the correlation analysis conducted between the new changes to Medicare 
under PPACA and the perception of improved quality care for seniors in Central Florida.  
Table 39: Medicare Correlation 
 Perceived Quality of Care for Seniors 
of Central Florida under PPACA 
Perceived Quality of Care 
for Seniors of Central 
Florida under PPACA 
Pearson Correlation 1.0 
Sig. (2-tailed) 
 
N 111 
Medicare 
Pearson Correlation .518** 
Sig. (2-tailed) .000 
N 111 
**. Correlation is significant at the 0.01 level (2-tailed). 
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 After examining the correlation matrix, the researcher found that the fifth aggregate 
independent variable “Medicare” and the aggregate dependent variable, “Perceived Quality of 
Care for Seniors of Central Florida under PPACA are positively related with Pearson’s 
coefficient of .518. This does not support a negative correlational relationship between the two 
variables, and, therefore, does support Hypothesis #5. 
Medicaid 
  
The last hypothesis examined was hypothesis #6, which stated, “Senior citizens in 
Central Florida will deem the changes made to Medicaid as ineffective to improve the overall 
quality of care elderly receive.” This hypothesis suggests that seniors’ perception about the 
changes to Medicaid under PPACA and the perception of better quality care for seniors in 
Central Florida will have a negative relationship.  In short, this hypothesis says, as seniors 
perceive the Medicaid changes under PPACA to be negative, the perception that quality of care 
for seniors in Central under PPACA will be positive.  In this study, survey question #28 served 
as the indicator of perception about the Medicaid changes under PPACA.    
 
 Question 28: With regards to Medicaid, many elderly are affected by waiting 
room and nursing home deferred reimbursement. While PPACA increases 
Medicaid reimbursement by 50% for primary care physicians in order to induce 
proactive and preventive care, it makes no changes to the structure and/or 
functionality of the current system. How effective do you believe these changes to 
be? 
 
 
Table 40 shows the correlation analysis conducted between the new changes to Medicaid under 
PPACA and the perception of improved quality care for seniors in Central Florida. 
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Table 40: Medicaid Correlation 
 
Perceived Quality of Care for Seniors 
of Central Florida under PPACA 
Perceived Quality of Care 
for Seniors of Central 
Florida under PPACA 
Pearson Correlation 1.0 
Sig. (2-tailed) 
 
N 111 
Medicaid  
Pearson Correlation .395** 
Sig. (2-tailed) .000 
N 111 
**. Correlation is significant at the 0.01 level (2-tailed). 
 
After examining the correlation matrix, the researcher found that the sixth aggregate 
independent variable “Medicaid” and the aggregate dependent variable, “Perceived Quality of 
Care for Seniors of Central Florida under PPACA,” are positively related with a Pearson’s 
coefficient of .395. This supports a positive correlational relationship between the two variables, 
and, therefore, does support Hypothesis #6. 
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Results 
 Table 41 below describes each of the study’s independent variables and their respective 
hypothesis.  After the correlational analysis, the researcher was able to find support or not find 
support to the formulated hypotheses. The results are summarized in the table.  
Table 41: Results 
Variable Hypothesis Result  
1.     General Knowledge of 
PPACA 
H1: Seniors Citizens in Central Florida will 
perceive PPACA reform to be a positive 
change to the quality of care the elderly 
receive. Not Supported 
2.     PPACA Impact on the 
Elderly 
H2: Elderly in Central Florida will perceive 
PPACA to have little to no impact on the 
quality of care the elderly receive.  Supported 
3.     Preventive Healthcare 
Services 
H3: Elderly in Central Florida will perceive 
the expansion of preventive services under 
PPACA to be able to potentially improve 
overall quality the elderly receive. Supported 
4.     Prescription Drugs 
H4: Elderly in Central Florida will believe 
the changes made to Medicare Part D will 
effectively increase their access to 
prescription drugs under Medicare, 
improving the overall quality of care elderly 
receive. Supported 
5.     Medicare 
H5: Elderly in Central Florida will deem the 
changes made to Medicare as ineffective to 
improve the overall quality of care the 
elderly receive. Not Supported 
6.     Medicaid 
H6: Elderly in Central Florida will deem the 
changes made to Medicaid as ineffective to 
improve the overall quality of care elderly 
receive. Not Supported 
Demographics   
 
An additional correlation analysis was conducted to examine the demographics of the           
study and their possible relationships with the dependent variable, “Perceived Quality of Care for 
Seniors of Central Florida under PPACA.” Table 42 shows the results of the analysis.  
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Table 42: Demographics Correlation 
  
  
 
Perceived Quality of Care for 
Seniors of Central Florida under 
PPACA 
Perceived Quality of Care for 
Seniors of Central Florida 
under PPACA 
Pearson Correlation 1.0 
Sig. (2-tailed) 
 
N 111 
Gender 
Pearson Correlation -.081 
Sig. (2-tailed) .395 
N 111 
Race 
Pearson Correlation -.084 
Sig. (2-tailed) .380 
N 111 
Marital Status 
Pearson Correlation .046 
Sig. (2-tailed) .631 
N 111 
Level of Education 
Pearson Correlation .006 
Sig. (2-tailed) .949 
N 111 
Retirement Status 
Pearson Correlation .023 
Sig. (2-tailed) .810 
N 111 
Employment (if not retired) 
Pearson Correlation .075 
Sig. (2-tailed) .433 
N 111 
Annual Income 
Pearson Correlation -.021 
Sig. (2-tailed) .827 
N 111 
Political Attitude 
Pearson Correlation -.440** 
Sig. (2-tailed) .000 
N 111 
**. Correlation is significant at the 0.01 level (2-tailed). 
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After examining the correlation matrix, only one significant correlation was present in the 
demographics. With a Pearson’s coefficient of -0.440, seniors with a more liberal attitude 
perceived they would receive improved quality of care under PPACA. No other significant 
relationship was found.  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
86 
 
DISCUSSION AND CONCLUSION 
 
 It is without a doubt that PPACA is historic in nature, reforming most of the American 
healthcare system. Critics deem the reform deficient in cost controls, laden with heavy 
regulations, and burdened with high-imposed taxes. On the other hand, supporters point at the 
potential benefits, including: preventive care, improved nursing home cares, more availability of 
prescriptions drugs, Medicare controls, and the expansion of Medicaid. All of these factors affect 
the elderly, but how will these factors change the quality of care the elderly will receive? Will 
the changes be ineffective or, in fact, be beneficial to the American elderly population and their 
quality of care? The researcher of this study sought to gather the perceptions of a group of 
elderly in Central Florida in order to bring understanding, and to discuss the possible 
implications of PPACA on the quality of care the elderly population will receive. From this 
thesis, some key findings indicate that: 
 1. Senior citizens in Central Florida are not very knowledgeable about PPACA. With 
approximately 44% of the total respondents of this study (91% of which possess some college 
education) with little to no knowledge about PPACA, it is possible to assume that senior citizens 
in Central Florida lack the necessary knowledge to make future decisions about their healthcare. 
However, what is interesting to note is that, while they have little knowledge of PPACA, a large 
majority (76.5%) perceive that PPACA will have a great impact both positive and negative. This 
implies that senior citizens in Central Florida perceive that they will be strongly impacted by 
PPACA, but lack the necessary knowledge to understand exactly how.  
  The researcher suggests that, to help remedy this, seniors in Central of Florida should be 
provided with access to more education about PPACA. From the survey comment sections 
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(Appendix D), respondents addressed their lack of knowledge about PPACA by saying: “This is 
not very clear. They never address the needs of the elderly. It is always about other [people],” 
“There are too many regulations that have not been fully explained. Taxes and fees will go up,” 
and “[It is] too complicated.” From the findings of this study, it is encouraged that more 
education about PPACA be made available to senior citizens in Central Florida. Moreover, it is 
important to provide PPACA education to senior citizens in Central Florida appropriately, taking 
into account their needs and their individualized level of understanding. Potential solutions 
include allowing health educators to host PPACA knowledge programs at senior citizen 
gatherings or by distributing information and material about PPACA that is molded to senior 
citizen specific needs. 
 2. The study’s data showed a strong correlation between politically liberal senior citizens 
in Central Florida and the perception that PPACA will improve the quality of care senior citizens 
in Central Florida will receive. In this study, political attitude was the only participant 
demographic that showed a strong relationship with the perceived effects of PPACA on quality 
of care. The results here may indicate a bias along political lines toward PPACA. If this is the 
case, the researcher recommends that efforts should be made to reach across “party lies” and to 
better educate all Americans on PPACA and its impact.  
 3.  Preventive services were also found to be of paramount importance by 93% of the 
study’s total respondents. PPACA makes strong structural changes to the previous models of 
care delivery and creates a new one, which emphasizes the usage of preventive services. By 
increasing preventive services access, PPACA expects to improve the quality of care Americans 
receive, including senior citizens. The researcher believes that, in order for this change to work, 
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the American population’s state of mind also needs to be modified. First, more emphasis should 
be given to education on the potential effects of preventive services; this will allow for patients 
to understand and increase their likelihood to utilize the new services made available under 
PPACA. Secondly, from the data gathered, it was found senior citizens in Central Florida 
strongly believe that this new preventative approach to care will improve the quality of care they 
receive. For this reason, the variety and accessibility to these services must be readily 
communicated to all potential consumers, particularly the senior citizen population. Lastly, the 
proliferation and strategy of communication should be particularly targeted to individual groups. 
Hence, if the education is designed effectively to each group (in this case, senior citizens in 
Central Florida), overall understanding and potential utilization of preventive services may 
increase.       
 4. Another particular outcome of this study was found in the spending restructure to 
Medicare. This section of the survey explained and asked for respondents’ perceived opinions on 
the changes to Medicare under PPACA. The section contained five questions. Though attempted 
to be very clear with the section’s instructions, all five questions yielded a high level of no 
responses (11-17%). It was concluded this could be attributed to a lack of understanding of the 
changes to Medicare, or by lack of understanding in the questions. For this reason, as explained 
previously, more education on PPACA needs to be provided; further, future research could 
examine way to better prepare the survey questions.  
 5. Likewise, Medicaid was specifically the section that engendered the least feedback by 
respondents. Approximately, 20% of all respondents did not address the Medicaid section. The 
researcher believed the lack of response was due to the lack of information on Medicaid in 
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Florida. The researcher suggests more research be conducted on Medicaid at the state level, once 
the compliance terms are defined and finalized.  
 6. By looking at the main provisions that affect the elderly, and by gathering data on the 
perceptions of the elderly regarding PPACA, the researcher found four significant relationships 
between the changes brought by PPACA and the perception that PPACA will improve the 
quality of care seniors in Central Florida receive. Significant relationships in this study included: 
the changes to preventive care services, prescription drugs, Medicare spending restructure, and 
Medicaid spending restructure. Overall, the researcher found these changes to the American 
healthcare system to be perceived by the respondents as improving the quality of care seniors 
receive in Central Florida.    
Limitations of the Study  
 This study had several limitations. The first was in relation to the respondent recruitment 
process. The researcher was limited on respondent availability, more specifically with where to 
locate elderly respondents. The researcher opted to directly solicit membership groups for 
participation. The researcher, rather than have a randomized respondent pool, received responses 
from three specific elderly groups. Though very distinct in nature and demographically diverse, 
the groups were limited in variety, which may have affected the results of this study.  
 Second, the study’s 17.6% response rate was relatively low. A possible reason can be 
attributed to the recruitment nature of respondents. This study included a convenient sample, or a 
very specific target of respondents, from the three membership groups used. Due to the fact that 
no random samples were included and respondent access was limited, the study’s response rate 
may have been affected.  
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 Third, the format on which the study’s survey was distributed could also be a limitation. 
The survey was mainly distributed electronically (although distributed in paper format as well to 
one group), which may have discouraged elderly respondents with limited computer knowledge 
from taking the survey, hence limiting access to the study. A total of 72 respondents completed 
the survey online, while only 39 respondents completed the survey on paper.  
 Fourth, this study was also limited by being localized to Central Florida. In future 
research, this study can be applied to the entire state of Florida or the United States in general, 
which could yield a more generalized conclusion.  
 Lastly, due to the fact that PPACA is not fully in effect, the study was limited by overall 
understanding by the respondents on the subject matter. PPACA has been recently implemented 
and, for this reason, it will take years to be in full effect. Though this study focused on 
perception, this may have affected the study’s results and respondent feedback.  
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Suggestions for Future Research 
  
 This study is the first of its nature. By examining the perceptions of senior citizens in 
Central Florida about PPACA, the researcher has begun the academic conversation to 
understanding the effects PPACA will bring to the American society, particularly the elderly. It 
is now suggested that future research be conducted on the effects—what PPACA will actually 
change when fully implemented and how patients’ quality of care will be impacted.   
 Furthermore, each of the provisions is an individual issue and does not tie directly to 
PPACA. Therefore, more research is suggested on the ten individual grounds of each provision, 
their effect, and how the previous system compares to the current system.  
 This study also serves as a pilot to expand public opinion on health policy by looking at 
the entire population and their perceptions of PPACA.  PPACA will affect future generations 
more than it will affect the current public, so it is important to examine the perceptions and 
effects that this legislation will bring to the general American public. For this reason, it is 
important to study and to expand on the perceptions of the entire public and how PPACA will 
change the healthcare of today.  
PPACA is reforming healthcare and it is paramount that every American, most 
specifically every senior, understands the possible implications on their life, their access to care, 
and, ultimately, the quality care they receive.   
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APPENDIX B  
Qualitative Study Interview Questionnaire 
 
1. Are you familiar with PPACA or commonly called “Obamare”? What is your knowledge 
on the Patient Protection and Affordable Care Act (PPACA)? 
2. How important is preventive care in your facility? How is PPACA’s initiative on 
preventive care going to affect your patients?  
3. In order to balance costs, PPACA will increase premiums for upper-income Medicare 
patients and reduce subsidies to effectively finance the new approach. What is your stand on this 
trade-off and how do you think this will affect your patients/residents? 
4. Are you aware of the potential changes to the prescription drug system (Medicare Part D) 
under PPACA? Do you think this will be effective or ineffective? Why? 
5. How useful do you think PPACA’s tool to make extended nursing home information 
available to all potential residents will be? 
6. PPACA includes a new model of care delivery, focusing on the patient’s overall medical 
performance rather than on a specific condition. This is projected to lower spending by 50%. 
What do you perceive the possible benefits/detriments of this implication would be for your 
facility/residents?  
7. Opposition parties to PPACA object that PPACA will cause reductions in payments for 
physician’s services, skilled nursing homes, home healthcare agencies and Medicare Advantage 
plans. These regulations, it is argued, have the potential to directly impact the practice of 
medicine. Do you agree with this believed outcome? If so, how could these changes affect your 
organization?  
94 
 
8. With regards to Medicaid, many elderly are affected by waiting room and nursing home 
deferred reimbursement. PPACA increases Medicaid reimbursement by 50% for primary care 
physicians in order to induce competition, but makes no changes to the current system. What will 
be the effect on your facility/patients by this change?  
9. The projected benefits of the reimbursement changes to Medicaid, however, are difficult 
to estimate. Since the expanded coverage will be left to the states, what do you think will be the 
outcomes in Florida? How is this change going to affect reimbursement for patients in your 
facility? 
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APPENDIX C 
Quantitative Study Survey 
                               EXPLANATION OF RESEARCH 
 
Title of Project: Perceptions of Senior Citizens In Central Florida Regarding Quality 
of Care Under the Patient Protection and Affordable Care Act (PPACA) 
 
Principal Investigator: Jennifer Sumner, Ph.D.  
Co-Investigator: Rafael Nieves  
 
You are being invited to take part in a research study. Whether you take part is up to you. 
 
On March 23, 2010, President Barack Obama signed the Patient Protection and Affordable Care Act 
(PPACA) into law. This law (along with the Healthcare and Education Reconciliation Act of 2010), is the 
principal healthcare reform legislation of the 111th United States Congress, and seeks to reform certain 
aspects of the private health insurance industry and public health insurance programs. This reform, it is 
argued, is projected to increase insurance coverage of pre-existing conditions, to expand access to 
insurance for more than 30 million Americans, and to increase estimated national medical spending while 
lowering projected Medicare spending. 
 
This study will seek to investigate and analyze YOUR perceptions about PPACA and its perceived effects 
on healthcare quality as it pertains to YOU.   
 
You will be asked to fill out a comprehensive survey, which includes 5 sections. Each section pertains to 
specific care given to the elderly and its changes in quality, delivery, and availability as a result of 
PPACA.  
 
Thank you for taking the time to participate in this study. The survey will last approximately 6-10 mins.   
 
You must be 55 years of age or older to take part in this research study.  
 
Study contact for questions about the study or to report a problem: If you have questions, concerns, 
or complaints, please contact Dr. Jennifer Sumner, Department of Health Management and Informatics, 
College of Health and Public Affairs, at Jennifer.sumner@ucf.edu or by phone at (407) 823-0552 or Mr. 
Rafael Nieves, Health Services Administration Undergraduate Student at Rafael.nieves@ucf.edu or by 
phone at (407) 369-0832.  
  
IRB contact about your rights in the study or to report a complaint: Research at the University of 
Central Florida involving human participants is carried out under the oversight of the Institutional Review 
Board (UCF IRB). This research has been reviewed and approved by the IRB. For information about the 
rights of people who take part in research, please contact: Institutional Review Board, University of Central 
Florida, Office of Research & Commercialization, 12201 Research Parkway, Suite 501, Orlando, FL 32826-
3246 or by telephone at (407) 823-2901. 
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APPENDIX D 
Survey Comment Responses  
 
The qualitative responses have not been altered in any way. 
 
Please comment on your overall opinion of the Patient Protection and Affordable Care Act 
(PPACA)  
To big and will not improve care or reduce costs 
Big brother telling me how they will protect me, if I pay him "Affordable" fee.  Bullied. 
More people less doctors available  
This is not very clear. They never adress the needs of the elderly. It is always about other peiple 
It seem to be like a good thing because we seniors need reform in our care. We are not being treated they way we 
should.  
Existing program satifactory except for abuses PPACA will broadon program and be more expensive--abuse may be 
worse 
We are in a very high need of reform--glad obamPPACAre passed honestly. I do worry for future generations  
There are too many regulations that have not been fully explained Taxes and fees will go up 
GOING DOWN THE WRONG ROAD  
My wife and me don't know much about it  
Very favorable  
Believe if emergencies are covered it will decrease costs 
Too complicated  
I'm from England, but I am a US citizen. PPACA is socialized medication.I lived in it for 26 yeas. Do not approve of 
it. It will cost too much or too expensive for seniors. They will tell you what doctors to go to. I want to stay with my 
doctor. They are not doctors telling us what to do. Lots of people will not be able to afford it!!  
Some things we have needed forever  
Too complicated  
More people covered by fewer doctors=reduced care  
Cost proibitive--too many unknowns about unforseen consequences--I appreciate the idea and coverage for pre-
exisiting conditions  
Very wise and valuable  
Although it will likely increase insurance coverage, it will drive up costs and availability of medical care 
The change is positive, but there are a few changes that need to be revised 
This is a big mess. Too much money for little care 
It will raise healthcare costs. Too many companies have been able to "opt out." Healthcare co-ops will differ by state.  
This act will really help people with pre-existing conditions, plus it will cover more people.  
Scary-too much is unknown. Not much preparation before enacted.  
Not impressed-I think it is just a large expenditure of tax dollars. I am retired military--23 years.  
Poor solution to a difficult situation  
it will cost me more to receive my current quality of care 
Not equitable to all citizens 
Although it will likely increase insurance coverage, it will drive up costs and availability of medical care 
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Please, comment on your overall opinion on the Medicare Part B preventive services such as 
screening tests, immunizations, developed risk plans, and health education programs made 
available to you under the Patient Protection and Affordable Care Act (PPACA): 
Can be a great tool 
Very helpful for the general population 
Will there be limits?  Equality for all??? 
Nobody likes using these services 
This will probably be helpful, but you have to let people know 
There are always exceptions with doing everything to prevent you from say getting a disease you still might for 
unknown or genetic reasons.  
We get a lot of health ed but its hard to get people to do it 
It will make costs go up despite what has been said 
I am in favor of this. I think it will improve the overall quality of healthcare for lower income seniors 
This can help a lot since people don't take care of themseles. In the philippines, you have to eat healthy because 
theres not choice.  
Although I approve of and support preventive services, my family and I already were receiving these services  
The healthier we are the less your sickness leads to extra costs  
No change to me. Already covered under company insurance  
I was unaware of it. Need more info 
I use Medicare part b and tricare  
Could be great if utilized correctly  
I was unaware of it. Need more info 
Tests are over used to protect doctors from law suits 
confusing  
Good idea that communication and benefit to the individual patient is key--old dogs are resistant to new tricks. Effort 
to participate versus benefot is a step barrier to break. How to educate, motivate is key 
About tine this is available; will reduce costs of potential illness  
Sute I was under a plan for regular check ups and care. It will have little effect on me personally. May be useful for 
other who do not take care of themselves.  
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Please, comment on your overall opinion on the Medicare Part B preventive services 
such as screening tests, immunizations, developed risk plans, and health education 
programs made available to you under the Patient Protection and Affordable Care 
Act (PPACA): 
They are ALL great improvements for all ages.  
Helpful and needed  
Concerned about the government deciding who gets what care based on relatives' history-not fair to everyone 
My family was pretty well covered with Medicare, Cigna- Retired from WDW 21years, and Tricare for Life- 
retired military 23 years 
There were already available through managed medicare health plan  
I am probably too old for preventive care to be most effective  
Preventive services is important especially for seniors, however, those services aren't helpful to us (those 70 
years and older) if we are not going to be afforded health services because of our age. What I am reffering to 
is: Having to go before an administrative board to be reviewed wthether they should allowed surgery or more 
critical care to remedy a health problem. Preventive services will benefit the young and middle aged.  
Sute I was under a plan for regular check ups and care. It will have little effect on me personally. May be 
useful for other who do not take care of themselves.  
This is more voluntary than anything to be honest  
Will costs us more and make it longer to get appointments with willing phycisians  
They are all very important to me because I couldn't afford these tests. They are very important to control my 
diabetes and heart problems. They well me what and need to do to keep in good health and active. 
Good idea, but there need to be incentives to follow the lifestyle treatment plan. We're a pill based society and 
lifestyles are hard. In theory, it should work, however.  
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Please, comment on your overall opinion on the the restructured phases in 
coverage of the Medicare Part D—access to prescription drugs under the Patient 
Protection and Affordable Care Act (PPACA): 
Very confusing. 
If this makes some patients as doctors for effective lower cost drugs, it may help. However, the new 
drugs for cancer and other diseases are expensive and that is not going away.  
Depends on what tier of drug class a person is on All of mine currently are tier 1 
I personally don’t worry about my income because it's low. I will be eligible for most programs 
Premium will go up There is no free lunch  
I DO NOT USE MEDICARE PART D 
I am happy with my drug plan as it is now. I don't see any benefit to changing the plan unless my drugs 
become free.  
We don't get Part D but support the changes fully  
The dounut hole should probably be eliminated and medicare should be accounted to bargain with the 
drug companies to bring costs down 
Already covered  
The public is not being educated at all on this 
Worried about it all!! 
I now pay minimun for drugs  
I don't carry part d  
The public is not being educated at all on this 
I do not need part D 
My current insurance prescription plan has served me very well. I pay a substantial monthly premium 
to have the meds that I have to take. My fear is that my options will be reduced--there are too many 
unknowns about premiums to be comofrtable--can only wait and see what options will be--desireable 
goal- care for everyone. We don't know and it is an inevitable experiment  
needs to go further to simplify and clarify  
Will result in less resetach and intitiatives to drug companies  
Will opt out  
Premium will go up There is no free lunch  
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Please, comment on your overall opinion on the restructured phases in coverage of 
the Medicare Part D—access to prescription drugs under the Patient Protection 
and Affordable Care Act (PPACA): 
This is confusing  
Do not like it!  
I don't Medicare will be affected all that much. What I'm really in favor of is how it will helpthe 70 
million US citizens without medical insurance  
I'm really not familiar with D. My  co-insurance policy through OCPS covers my meds.  
Access is an issue because drugs are too expensive. Medicare should not pay more for a drug than the 
drug company negotiates with other countries. Name brand drugs in Canada are cheaper because the cost 
is negotiated. Why do US citizens pay so much? Don't tell me R&D. Then make everyone pay for R&D. 
PPACA is completely missing the point.  
The restructure should help so many seniors.  
We don't use medicare Part D 
Last January 2012 I was diagnosed with breast cancer My managed healthcare plan covered most of my 
surgeries and 30 radiation treatments. This plan was very effective.  
I am not well informed about this aspect of PPACA  
I think it would be unfair to pay for someone else's drugs. I don’t think it was studied and scrutinized well 
by our lawmakes and I don't know all the particulars myself, but from what I've heard seniors will lose 
medically and drug wise. It doesn't fair at all.  
Will result in less resetach and intitiatives to drug companies  
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Please, comment on your overall opinion on the restructured phases in coverage of the 
Medicare under the Patient Protection and Affordable Care Act (PPACA): 
This will take many years & corections. 
I agree with more control because I know there is a lot of waste in the medicare system 
I think it is going to change how doctors adapt as in many going to hospital doctor associations.  
I think it will worsen--we can see already hospitals taking over private medical practices through out the country 
Congress should stay out of medicine 
If the act puts 20 million people under insurance the medical profession must change to keep up.  
This doesn't apply to me  
I am worried about a shortage of doctors  
We have always had goo healthcare in this country. I don't trust ObamPPACAre.  
Lead to not enough doctors  
Needs some additional improvements  
If fraud and abuse could have an effect, why not do it before PPACA--seems like that's a no brainer! Don't believe 
any cost will be lower for individuals, doctors, ot hospitals.  
It will probably cost all of us more and reduce the amount of available physicians  
I'm not really sure or understand them. A real problem with PPACA. 
If payments to doctors etc continued to be reduced, I won't be able to find a doctor that will take medicare or (If I do) 
I'll get a 5 second visit. Young adults won't go into the medical field.  
These changes should truly help.  
We need something to help fraud  
Unknown and confusing 
I hope my insurance that I have now is not affected by this political mess.  
I fear more government control creates less efficiency and benefits 
I don't have much hope for decrease in waste and fraud in medicare  
If fraud and abuse could have an effect, why not do it before PPACA--seems like that's a no brainer! Don't believe 
any cost will be lower for individuals, doctors, ot hospitals.  
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What are your feelings regarding the current state of Medicaid? In your opinion, how 
could these changes affect your overall experience of care in a long-term care facility? 
We will be finanically broke.  We will problably need long-term care, but we have no insurance for facility.  Jim & I 
have provided a facility to raise our children, to house us as we grow mature, but long-term care insurance is 
expensive.  Hopefully one of our children will be able to bring us meals, mental activies, & hyigene.  Why is long-
term care so expensive? 
It is not working right now..it could help me if it was changed 
More primary care physicians is always helpful and it might help refer people like me to the right specialist  
We all pay for those needing medicaid. We need to find a way to keep good medicaid care for medicaid patients in 
hopes of cutting costs in general.  
Have not been in a long term care facility  
I would change all medical matters to medicare for all. Paid by consumers employeer employees federal and state 
We have always had goo healthcare in this country. I don't trust ObamPPACAre.  
Good as of now--not sure 
Very different.  
I don't plan to be on a Medicaid program  
We have always had goo healthcare in this country. I don't trust ObamPPACAre.  
Forces people into emergency rooms  
We have always had goo healthcare in this country. I don't trust ObamPPACAre.  
Don't know  
Won't be eligible  
I hope it will allow better care in a long term care facility- but- bettter still the more ideal situation would be to 
allow people to stay in their homesand if they are mobile at all and need some help 
No idea  
Sad! Unsure 
We have always had goo healthcare in this country. I don't trust ObamPPACAre.  
I am not well informed. I would hope I don't have to resort to Medicaid  
it would be disaster for me and th end of me 
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The projected benefits of the reimbursement changes to Medicaid are difficult to estimate. 
Since the expanded coverage will be left to the states, what do you think will be the 
outcomes in Florida? How do you feel these changes are gong to affect reimbursement for 
you in long term care facilities? 
May work.   
It will stay the same 
There is going to be tough times for ill Medicaid patients as long as the Republicans don't believe we all must help 
each other for good healthcare. Of course, the Republicans control Tallahassee, so I am sorry for those on Medicaid 
in Florida.   
Reimbersment will go down Waiting times increase for admission  Florida will have budget problems  
I have a long term healthcare policy, so I hope I will be well taken care of later in life. Everyone needs to be 
proactive and not depend on the government to take care of them. Doctors and other healthcare professionals must 
be adequately reimbursed to continue providing the care we are used to and demand.  
If FL refuses Medicaid money, there will a deliterious effect  
When the states control the funding, the quality of care goes down and the care goes down 
Very different.  
Florida is so tap-heavy with seniors and unemployed, the money is a concern  
Very different.  
costs more for less care  
Very different.  
Don't know. Hope I don't have to use this and that I have long term care insurance but limited coverage with today's 
cost. How much is enough?  
Wil have anegative effect in Florida  
Won't be affected  
I wish I never have to use medicaid  
Poor outcomes in Flwith out very ignorant legislature and ridiculous excuse for a governor.  
Recipients should be made to work to the extent they are able. As more baby boomers run out of money, more will 
turn to medicaid for long term care. By lawe, facilities are regimed to take a certain number of medicaid patients, 
beyond that, they don't have to. I think finding long term care will become more difficult.   
If our current governor is around, Florida will not benefit as much as it should.  
Fla is troubling and I worry about that sometimes  
No idea 
Unsure 
Very different.  
See above - I don't see medicaid improving in Fla 
There are a lot of seniors living in Florida, and we will all suffer as a result. I dread the day when I have to be sent to 
a long term care facility under PPACA  
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